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Current Status of Surgical 


Treatment for Peptic Ulcer* 


@ Every effort is made to individualize the treatment when surgery 


is employed in peptic ulcer, and the choice of operation is made only 


after consideration of many factors. 


NTIL the exact cause of peptic ulcer 

has been clearly delineated, and per- 
haps even after that date, the surgeon 
will continue to play a well-established 
part in the treatment of this condition. 
Perhaps nowhere is there a more strik- 
ingly clear-cut outline of exactly what is 
known at present concerning the causa- 
ation of this condition than in a recent 
communication by Dragstedt.' He pre- 
sents not only a most logical discussion 
of causative factors of this lesion but 
also a well-reasoned plan for therapy, 
based upon the knowledge in question. 
Our only departure from Dragstedt’s con- 
clusions is that we have been unable to 
reproduce the consistently excellent re- 
sults in every case, using the type of 
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operation he favors. More will be said 
about this in a moment. 

Some decades ago American surgeons 
standardized their treatment in the form 
of simple gastroenterostomy, the idea be- 
ing that the constant presence of alka- 
line material within the stomach would 
not only heal an ulcer but would protect 
the stomach against further ulceration. 
The operation appears to have produced 
very satisfactory results for many pa- 
tients, but the high incidence of gas- 
trojejunal ulceration developing some 
months to years postoperatively led most 
surgeons to turn away from simple gas- 
troenterostomy. 

Then the wide favor accorded radical 
gastric resection in Europe spread from 
that continent to America, so that the 
radical procedure in turn was taken up 
as the operation of choice for peptic ul- 
cer. As often happens with many enter- 
prises of this nature, introduced with 
such enthusiasm, the operation was soon 
applied so indiscriminately that “gastric 
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crippling” resulted in some cases, accom- 
panied by perhaps unwarranted morbidi- 
ty and hospital mortality rates. 

Thus it was that directly after World 
War II Dragstedt’s reawakening of our 
interest in vagotomy was taken up with 
considerable enthusiasm. Unfortunately, 
large numbers of patients experienced 
most undesirable side effects after va- 
gotomy had been used as the sole proce- 
dure, and considerable confusion resulted. 
Since that time the profession has accu- 
mulated a tremendous fund of really basic 
knowledge concerning the physiology of 
gastric secretion and the alterations to 
be expected after the performance of 
certain surgical procedures, many of 
which include vagotomy only as a por- 
tion of the operation. 

Obviously, the lack of complete agree- 
ment throughout American centers today 
on the question of an ideal procedure 
tends to discourage adoption of a standard 
operation for peptic ulcer, and emphasizes 
the disadvantages that are apparent in 
all methods. It is surprising, in fact, to 
reflect that even today we are short of 
our goal of exact knowledge concerning 
the causation of peptic ulcer, in spite of 
concerted efforts being carried on in 
outstanding laboratories throughout the 
country. 


Duodenal Ulcer 

We are still convinced that most duo- 
denal ulcers present a medical problem 
only. The surgeon should be called in 
only when the ulcer cannot be controlled 
by conservative means. We still adhere 
rigidly to classic criteria in selecting sur- 
gical treatment for duodenal ulcer, and 
operate only when the condition is com- 
plicated. The result of this policy is that 
surgical treatment is employed each year 
for perhaps 15 per cent of those patients 
in whom a diagnosis of duodenal ulcer 
is proved. 

The objective of the surgical treatment 
of duodenal ulcer is simply an extension 
or expansion of that previously sought in 
medical treatment, namely, permanent 
control of the acid-pepsin factors. Per- 


haps too much emphasis had been placed 
in the earlier experimental work upon 
the acid factor alone, but current inves- 
tigations, especially at the University of 
Minnesota, are dealing with the pepsin 
factor also, so that perhaps the net result 
will be closer to the truth in regard to 
causation. The ease with which the acid 
factor can be measured perhaps placed 
undue emphasis upon that factor as a 
diagnostic criterion. The exact location 
of the acid cells throughout the gastric 
mucosa is now well known, and the func- 
tion of the nerve supply of the stomach 
and the relation of the nerve supply to the 
various phases of the gastric secretory 
cycle is rather clear cut. There now is no 
longer any doubt of the importance of 
hormonal factors in the genesis of duo- 
denal ulcers, and we refer here especially 
to the antrum of the stomach. We debate 
removal of the antrum as opposed to 
retention of this structure in attempting 
to assess the value of the operative attack. 

Several operations are available to us, 
so that we have only to make a choice. 
Yet we must make this choice in respect 
to each patient, remembering that the 
gastric secretory mechanism of this pa- 
tient may differ from that of the experi- 
mental animal, but keeping uppermost in 
mind the fact that we are dealing with 
a human being who is beset by trials and 
tribulations peculiar only to him, and 
that these stresses and tensions influence 
dramatically the pattern of his gastric 
secretion, frequently with dire conse- 
quences. At the Mayo Clinic we feel 
that we have taken a reasonable stand 
in regard to the manner in which these 
patients are treated, and we are prepared 
to defend this stand, realizing full well 
that others may have a somewhat differ- 
ent viewpoint. 

Selection of the Operation.—Being ful- 
ly aware of the many operations avail- 
able to us and the experimental evidence 
which has led to adoption of these opera- 
tions, we make every effort to individu- 
alize the treatment. Thus, patients of 
certain races with inherently excitable 
personalities and those known to live in 
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environments characterized by constant 
tension and excitement will require a 
much more radical operation than will 
the placid undisturbed person. Likewise, 
although duodenal ulcer is encountered 
in our experience more frequently among 
men than among women, when we do 
encounter this lesion in a woman we are 
aware that a relatively more complicated 
situation exists, one which may call for 
a somewhat different approach. Then, 
too, the extremely elderly patient, typical 
of those being seen more and more often 
today, whose only problem is one of ob- 
struction because of stenosis of the duo- 
denum on the basis of an old “burned-out” 
duodenal ulcer (whose gastric content ex- 
hibits consistently low values for free 
acid), will present an entirely different 
problem to us than the youthful, extreme- 
ly active, vigorous person just entering 
the threshhold of his career. 

The life work of the patient will cer- 
tainly interest us. The work of the execu- 
tive type who spends long hours in the 
office but is able at any time to resort 
to the typical glass of milk between meals, 
supplemented by powders and various 
preparations, certainly will differ from 
the work of the laboring man who has 
no control over his working hours, rest 
periods and timing of feedings between 
meals. The amount of free hydrochloric 
acid within the gastric contents has a 
profound effect upon our decision be- 
tween an extremely radical or a more 
conservative surgical attack. 

Less important facts are the secondary 
ones, such as severe secondary gastritis, 
marked distortion of the duodenum and 
the presence of more than one duodenal 
uleer. Yet these secondary factors will 
affect our decision in a very definite way. 
It is only natural that the surgeon, after 
thorough examination of his patient, will 
consider possible postoperative complica- 
tions which cannot help but play a con- 
siderable role in decision as to the indi- 
cated operation. The tall, slender, muscu- 
lar person may well be an ideal candidate 
for a certain operation which might be 
attempted only at the risk of extreme 
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surgical trauma and considerable frustra- 
tion upon a short, obese, thick-set person, 
who might be expected to undergo anes- 
thesia with considerable difficulty and to 
present marked technical problems. 

What Operation Do We Employ? Va- 
gotomy Combined With Some Form of 
Drainage Operation.—We soon learned to 
abandon vagotomy as the sole procedure 
for duodenal ulcer, since the postopera- 
tive difficulty with gastric stasis became 
such an unbearable problem for so many 
patients that the possible benefits of the 
operation were badly outweighed by the 
complications it produced. Hence, it was 
logical that the next suggestion should 
be that of vagotomy combined with some 
type of drainage operation to eliminate 
the problem of stasis. Thus, pyloroplasty 
combined with vagotomy attained consid- 
erable favor in many parts of this country 
and the reports of the combination were 
encouraging. Perhaps we have been un- 
duly influenced by the marked anatomi¢ 
distortion which the complicated duodenal 
ulcer produces, a distortion which has 
tended to lead us away from any surgical 
manipulation in such a dangerous-look- 
ing field, with the result that we have 
had little experience with pyloroplasty. 
In addition, should the vagotomy be less 
than perfect, a rather high incidence of 
recurrence of the ulcer process would be 
expected. At present we are less than 
enthusiastic about pyloroplasty and va- 
gotomy, except in certain highly selected 
instances. 

Gastroenterostomy With Vagotomy.— 
We agree that this procedure is a satis- 
factory one, and we continue to employ 
it in a small proportion of cases. In re- 
viewing the records of operations done at 
our institution in early years, when gas- 
troenterostomy alone was performed, we 
were impressed by the large numbers of 
patients who underwent the operation 
and who are living normal lives with no 
complications. We would expect this num- 
ber to be increased if vagotomy were 
added to the operation, and it appears 
that this is in fact true. Still, we remind 
ourselves that in many patients who have 
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marginal ulcers secondary difficulty de- 
velops many years after the original op- 
eration, and hence it is unwise to form 
a premature conclusion simply on the 
basis that vagotomy has been added to 
gastroenterostomy. At present we use 
gastroenterostomy with vagotomy in three 
separate categories of problems. 

In the first group are those patients 
for whom we decide at the operating table 
that gastric resection would be fraught 
-with prohibitive technical danger. Such a 
danger certainly exists in the presence of 
extreme obesity, especially when there are 
marked inflammatory changes through- 
out the right upper abdominal quadrant 
and a woody mass in the head of the pan- 
creas. When such a condition is at hand 
division of the duodenum below this area 
would almost certainly lead to extreme 
difficulty with the pancreas and its ducts, 
the common bile duct or even the hepat- 
ic artery. Other technical factors will 
predominate in postoperative situations, 
meaning among those patients who have 
undergone surgical procedures previously 
in the right upper abdominal quadrant, 
perhaps following or being followed by 
peritonitis, so that the degree of adhesive 
reaction is so advanced that proper per- 
formance of gastric resection would be 
out of the question. 

The nutritional status of the patient 
is the criterion setting off the second 
group of patients. Some patients with 
duodenal ulcer are hearty eaters and pre- 
sent no problem, but we are wary of 
the haunted-looking, consistently under- 
weight, worried-appearing patient who 
obviously chooses only a few items from 
a well-balanced diet and whom we cer- 
tainly can expect to be beset with prob- 
lems which will continue after the oper- 
ation. We can scarcely expect such a 
person to accept a normal diet if his 
stomach has been reduced drastically in 
size, even under the best of circumstances. 
For these rather obvious reasons we hesi- 
tate to impose radical gastric resection 
upon a patient of this kind because the 
resultant “dumping syndrome” and the 
permanent malnutrition would be testi- 
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mony to our folly. We have the distinct 
impression that gastroenterostomy with 
vagotomy in instances of this second cate- 
gory will preserve the normal food reser- 
voir and lead to much less nutritional dis- 
turbance later, although we all know that 
the “dumping syndrome” can follow even 
the most conservative gastric operation. 

The final category of the three I men- 
tioned is a very small one composed of 
the geriatric patients whose only prob- 
lem with duodenal ulcer is obstruction. 
Usually free acid in the gastric contents 
of such persons will be very low, and the 
only purpose of the operation is to relieve 
this obstruction. Gastroenterostomy will 
achieve this objective very satisfactorily. 
We will then add vagotomy as a protec- 
tion against gastrojejunal ulceration, 
even though the life expectancy of the 
patient may seem too short to permit such 
ulceration to develop. 

Modified Gastric Resection. — Under 
this heading must be mentioned tubular 
resection, segmental resection of the mid- 
portion of the stomach, with or without 
vagotomy (usually including pyloroplasty) 
and other iess common but equally inter- 
esting variations. Many of these pro- 
cedures actually are old operations ap- 
pearing in a new form, and they are still 
being carried out more by way of experi- 
ment than for any practical reasons. We 
do know that the mortality rates associ- 
ated with these measures remain at least 
as high as the mortality rate of the stan- 
dard resection, and we do not believe that 
the results are in any way preferable to 
those of the standard operation. We have 
very little firsthand knowledge of these 
interesting modifications of the standard 
gastric resection and are in no position 
to be critical of them. 

Gastric Resection.—At the Mayo Clinic 
surgeons still prefer gastric resection as 
most satisfactory for a large group of 
patients. We find that we can control the 
acid-pepsin factor quite satisfactorily 
with the operation. We also eliminate 
hormonal control of secretion by complete 
removal of the antrum. The cephalic 
phase of gastric secretion remains unal- 
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tered. Since the retained portion of stom- 
ach is that part which is rather lacking in 
acid cells and since highly alkaline con- 
tent is being delivered constantly into this 
gastric remnant, it would be expected that 
a rather ideal situation would eventuate 
in respect to control of ulceration. That 
control is neither perfect nor permanent 
in all cases is obvious to the most casual 
observer. 

At first we were somewhat dogmatic 
about removal of three fourths of the 
stomach, and most often we insisted upon 
performance of a posterior type of anas- 
tomosis. We felt that the shortest loop 
possible would utilize that part of jeju- 
num known to be most resistant to re- 
current ulceration. We also felt that the 
avoidance of any back pressure in the 
proximal jejunal loop, such pressure be- 
ing theoretically best avoided by employ- 
ment of a short proximal segment, would 
lead to much less disruption of the duo- 
denal stump. Our experience demon- 
strates that the greatest single cause of 
disruption of the stump is the increased 
intraluminal pressure in the proximal 
loop. However, enough of our group have 
performed a sufficient number of anteri- 
or anastomoses with a somewhat longer 
proximal loop to suggest to us that per- 
haps we were too dogmatic in our earlier 
conclusions. In fact, we too use the an- 
terior method in obese patients and others 
with a short, thick mesocolon, where the 
posterior method might not only be dan- 
gerous but extremely difficult. 

Frequently we are asked, “Do you feel 
it necessary to remove every duodenal 
uleer in your resections?” 

We have long held that routine removal 
of such lesions would lead to dire conse- 
quences. Actually, our mission in resec- 
tion is te produce profound alteration in 
the patient’s physiology. We are operat- 
ing for the ulcer diathesis and not simply 
to eradicate a temporary anatomic lesion. 
We do remove the ulcer when we can do 
so safely but, should we be faced with 
the danger of extreme trauma to neigh- 
boring vital structures, we would not hesi- 
tate to close the stump proximal to the 
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ulcer itself, once the antrum and pylorus 
have been excised. We are firmly con- 
vinced that this is satisfactory, and we 
have not thought that the procedure has 
been inadequate in any way when we 
have settled upon this method. 

At present our group prefers gastric 
resection which removes approximately 
two thirds of the stomach. I personally 
close the lesser curvature after the man- 
ner of Hofmeister, because this enables 
me to remove all or most of the lesser 
curvature, incidentally taking out more 
of the acid cells. Technically, once the 
lesser curvature is closed, the anastomo- 
sis itself can be carried out within the 
abdominal wound rather than at an ex- 
tremely high level where exposure might 
be difficult if the full gastric width were 
employed. Also, a narrow anastomosis 
results, which we are told will produce 
less of a chance that the dumping syn- 
drome will arise. In analyzing our annual 
reports for the last several years, we - 
have been struck by the fact that 86 per- 
cent of the operations for duodenal ulcer 
are now gastric resections, and that they 
have been performed with a mortality 
rate varying between 1 and 1.8 per cent 
during these several years. Coincident 
with this has been the continuing reduc- 
tion in morbidity rates, so that many pa- 
tients are dismissed from the hospital in 
approximately a week. All of us have 
abandoned our early reluctance to em- 
ploy abdominal drainage for these pa- 
tients, and are quite willing to accept 
relatively routine use of a soft Penrose 
drain in the area of the duodenal stump, 
usually leading the drain out of the ab- 
dominal wall through a separate stab 
wound. Although the incidence of leak- 
age from the stump remains extremely 
low in our series, we find that the pres- 
ence of such a drain can convert what 
might have been a catastrophe into simply 
a nuisance problem, which can be con- 
trolled conservatively. 

Vagotomy With Hemigastrectomy.—My 
colleague, Dr. George A. Hallenbeck, and 
I decided two years ago to engage in a 
concurrent analysis of a small series of 
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patients treated by vagotomy with hemi- 
gastrectomy. We had been impressed by 
reports of the use of the procedure from 
other institutions, and we are now select- 
ing those patients who give us some con- 
cern preoperatively from the standpoint 
of nutrition. We have felt that the ulcer 
diathesis of such persons is too great to 
be settled by simple vagotomy plus gas- 
troenterostomy, and hence have proceed- 
ed with hemigastrectomy and vagotomy. 
.This maneuver eradicates the gastric an- 
trum entirely, an action which we have 
felt is imperative when the patient is 
bleeding acutely or when there has been 
recent hemorrhage. Very often, in those 
patients, the ulcer can be removed com- 
pletely with relative ease. We plan to ex- 
tend the study for five years before we 
reach any final conclusion, but at present 
we anticipate that the nutritional prob- 
lem will be minimized. 

Billroth I Operation.—We are not using 
the Billroth I operation very extensively 
for duodenal ulcer. First of all, we feel 
that the complicated ulcer presents so 
much distortion of the wall of the bowel 
that a safe anastomosis appears out of 
the question. Moreover, assurance of the 
constant regurgitation of alkaline content 
into the gastric remnant is not so certain 
after the Billroth I procedure as it is 
when the Billroth II operation has been 
used, and it is a matter of record that 
recurrent ulceration is more common af- 
ter the Billroth I operation, both in our 
experience and in that of others. When 
we do employ the Billroth I procedure, 
it is usually done for a very elderly pa- 
tient in whom we wish to minimize sur- 
gical trauma as much as possible or for 
those patients with acutely perforated 
duodenal ulcer, a situation in which we 
feel that resection is justifiable. When 
gastrojejunal ulcer is the diagnosis, the 
task involved is to take down the old 
stoma and to perform resection or at 
least repair of the jejunum. Thus the 
surgeon is faced with rather a major pro- 
cedure in resection of the stomach. In 
such a situation we frequently are in- 
clined to employ the Billroth I method of 


reconstruction, since the original duode- 
nal ulcer may have disappeared during 
the intervening years. However, we keep 
in mind the fact that control of the di- 
athesis may be somewhat less complete 
for reasons mentioned above. 

Why Not Vagotomy Plus Anastomosis 
in Every Case?—This question arises fre- 
quently, for everyone is aware of the re- 
ports of excellent results from this com- 
bination of procedures. Yet, in analyzing 
our own annual reports we discover that 
the morbidity and mortality rates associ- 
ated with this operation are at least as 
high as those accompanying gastric re- 
section. Furthermore, the problem of gas- 
tric motility, admittedly less common 
than previously, still lurks in the back- 
ground, and if it develops, the unpleasant 
symptoms will lead to a very unhappy 
patient. Then, too, we have found that 
the recurrence of ulcerative disease var- 
ies between 7 and 15 per cent; we feel 
that this percentage is too high to war- 
rant adoption of the combined operation 
as a standard procedure. In analyzing 
such reports we sound the caution that 
those who will use gastroenterostomy and 
vagotomy as their only operation should 
bear in mind that the early enthusiasts 
for gastroenterostomy alone did not dis- 
cover that marginal ulceration developed 
in some of the patients until ten to fif- 
teen years had gone by. For the above 
reasons, then, all of us still prefer gastric 
resection when feasible. 


Gastric Ulcer 


There should no longer be any question 
that the prime treatment for gastric ulcer 
is surgical. We realize that certain acute 
gastric ulcers in some persons will be 
seen to heal very promptly, and of course 
we do not operate upon every such ulcer 
detected in roentgenograms. However, 
the constant concern as to whether a given 
ulcer may become malignant is rightly 
alarming the entire profession at present. 
The people we worry about considerably 
are those who have been treated for pro- 
longed intervals by what has been con- 
sidered to be the best medical manage- 
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ment, but who return at a later date with 
cancer of the stomach. If our results af- 
ter the surgical treatment of gastric ulcer 
were questionable or equivocal, we might 
be somewhat hesitant to operate for this 
lesion, but results of medical management 
in general are unconvincing, and results 
of surgical removal of the ulcer are so 
good, that we do not hesitate to urge the 
overwhelming majority of such patients 
to undergo operation. We are pleased to 
see that our gastroenterologist colleagues 
share this attitude. We have found the 
risk of operation to be less than 2 per 
cent. 


What Operation Do We Employ for Gas- 
tric Uleer? The Billroth I Operation.— 
Being aware of the large number of dis- 
cussions in recent years concerning this 
operation and the various pros and cons, 
we still feel that benign gastric ulcer is 
very well treated by the Billroth I opera- 
tion. Certain opponents will claim the 
operation is not radical enough, and that 
we are attempting to minimize the re- 
section in order to make the stomach join 
the duodenum without tension. They feel 
that the recurrence rate will be too high, 
but our experience does not bear this out 
in any regard. 

We are careful not to select the type of 
anastomosis to be used until the specimen- 
bearing portion of the stomach has been 
removed and then, if there is any question 
about tension, we abandon all thought of 
a Billroth I procedure. We carry out a 
procedure that is just as radical in extent 
of resection as is any method. Since our 
current mortality rate is less than 2 per 
cent, we consider this method satisfactory 
on this basis alone. I, personally, ordi- 
narily close the lesser curvature after the 
manner of Schoemaker, so that the entire 
lesser curvature can be excised, preserv- 
ing a greater or lesser extent of the 
greater curvature, as the situation may 
require. 

There are numerous clear-cut advan- 
tages to this operation. First is the quite 
normal state in which we leave the gastric 
and intestinal relationships. Since an 
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end-to-end union is carried out, we would 
expect a more normal physiologic state to 
follow, because the food becomes mixed 
with bile and intestinal juices at a prac- 
tically normal point. Technically, the sur- 
geon has no cause to worry about a duo- 
denal stump, nor is he pressed to decide 
about an anterior versus a posterior anas- 
tomosis. From the standpoint of surgical 
intervention and trauma, it would appear 
that the Billroth I method produces less 
trauma than any other method, and elder- 
ly patients seem to tolerate it well. In 
addition, other lesions within the abdo- 
men can be treated at the same stage, 
since so much less trauma has been im- 
posed that the diseased gallbladder or 
spleen or portions of the pancreas or the 
like can be attacked with less concern for 
the possibility of excessive trauma. We 
have noticed that postoperatively the oc- 
currence of the dumping syndrome is re- 
duced and that nutritional disturbance is 
less prolonged. Analysis of the stools of 
these patients for loss of fat and nitroge- 
nous products show that loss of this type 
is less after use of this method than after 
any other has been carried out. 

The Billroth II Procedure. — The Bill- 
roth II operation actually involves a broad 
category of operations which are largely 
the same as those carried out for duo- 
denal ulcer. When a patient is heavy, 
thick-set and obese, we commonly employ 
some modification of a transverse inci- 
sion which actually may be a bilateral 
subcostal approach. This provides better 
exposure both during closure of the duode- 
nal stump and during creation of the 
anastomosis itself. This modification may 
mean that the surgical procedure is 
lengthier, but we have not encountered 
any insurmountable difficulty in the oper- 
ation. The patient seems more comfort- 
able postoperatively when this modifica- 
tion is used, and it would appear that the 
formation of hernia is less common. The 
extent to which resection of the stomach 
will be carried is decided for each pa- 
tient. We feel that a three-quarters re- 
section is too radical for the average gas- 
tric ulcer, because the acid-peptic factor 
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is not so prominent in respect to gastric 
uleer as it is in duodenal ulcer. 

Simple Excision of Gastric Ulcer. — 
Very occasionally we excise a gastric ul- 
cer, repairing that portion of the stomach 
concerned and performing gastroenteros- 
tomy. We maintain that the pathologist 
should be the one to decide the true nature 
of any gastric ulcer. Once the ulcer is 
excised, and if it proves to be benign, we 
are satisfied to perform a conservative 
operation, especially in very old or debili- 
tated patients. We find simple excision 
useful, also, in the treatment of jux- 
ta-esophageal ulcer, radical resection of 
which would call for total gastrectomy 
which we would not wish to do for be- 
nign disease. We do not believe that sim- 
ple excision of the ulcer itself is adequate, 
since disturbance of either curvature of 
the stomach is known to result in a seri- 
ous problem affecting motility. Moreover, 
there is good reason to believe that gas- 
troenterostomy will prevent the develop- 
ment of further ulceration. 

Prophylactic Distal Resection.—Certain 
surgeons have suggested resection of the 
distal portion of the stomach for those 
juxta-esophageal and other high-lying ul- 
cers which cannot be resected without 
performance of virtual total gastrectomy. 
In such a situation the surgeon must as- 
sume that the ulcer is not malignant and 
that resection of the lower portion of the 
stomach will lead to healing of the ulcer. 
It is now well known that after distal 
gastric resection most of these ulcers will 
heal if they are benign, but we still great- 
ly prefer to excise the ulcer so that the 
pathologist may make the diagnosis. Our 
experience with such an operation is ex- 
tremely limited, at best. 

Gastric Ulcer: 
Treatment. 


Results of Surgical 
As noted above, the morbid- 
ity and mortality rates which accompany 
the surgical management of gastric ulcer 
are extremely satisfactory. The patients 
usually recover quickly and are free of 
their symptoms at once. Permanent con- 
trol of the ulcer diathesis is likely, since 
true recurrent gastric ulceration should 





not take place in more than 2 to 3 per 
cent of patients operated upon. Fortu- 
nately, the occurrence of the dumping 
syndrome is very rare among patients un- 
dergoing resection for gastric ulcer, a 
fact which sets this lesion well apart from 
duodenal ulcer. In the latter group, for 
some strange and thus far unexplained 
reason, nutritional problems are likely to 
be more severe. These factors have led 
us to conclude that gastric ulcer is largely 
a surgical disease, and that attempts at 
prolonged medical management as em- 
ployed in the past have become largely 
obsolete. 
Gastrojejunal Ulcer 

We continue to encounter gastrojejunal 
ulcers occasionally, although since gastro- 
enterostomy alone has been abandoned 
the incidence of this lesion is considerably 
lower. Unfortunately, we do see an oc- 
casional patient who has undergone what 
has seemed to be a sufficiently radical re- 
section who later returns with ulceration 
at the site of anastomosis. Since this situ- 
ation still prevails, we might summarize 
our current thinking as follows: 

Marginal Ulcer Which Follows Simple 
Gastroenterostomy.—For this type of le- 
sion we ordinarily proceed with what we 
think is an adequate gastric resection. 
This enables us to determine exactly what 
the nature of the lesion is and permits im- 
mediate removal of the ulcer. Our results 
continue to be satisfactory, with a sur- 
prisingly low mortality rate, which for 
some reason is lower than that frequently 
accompanying operations performed only 
for duodenal ulcer. 

Marginal Ulcer Which Follows Gastric 
Resection.—Faced with this type of le- 
sion, we must determine just what was 
done at the first operation. If it appears 
that resection was inadequate the first 
time, we proceed with a second gastric 
resection. In such an instance, again, we 
can determine exactly what the nature 
of the lesion is and remove it. In addition, 
we can examine the duodenal stump to 
be certain that none of the gastric an- 
trum was preserved at the first operation. 
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If that segment was retained, removal is 
definitely indicated. 

Gastrojejunal Ulcer Which Develops 
Despite Apparently Adequate Initial Re- 
section.— When this type of lesion is 
found we are often willing to perform 
vagotomy alone, for when this is done for 
such a condition the result is often dra- 
matic. Pain will disappear immediately 
and healing of the marginal ulcer may 
take place rather quickly. However, we 
may prefer the abdominal approach, so 
that proper examination of all the abdom- 
inal contents will be possible. If there 
has been extreme reaction within the peri- 
toneal cavity, so that complete and per- 
fect vagotomy might not be expected, we 
are more inclined to perform the vagotomy 
via the transthoracic route. 

Peptic Ulcer Associated With Adeno- 
ma of the Pancreas.— We are very much 
interested in current reports of the surgi- 
cal treatment of this lesion, as are all sur- 
geons who deal with the problem. Our 
personal series of such cases is sharply 


limited, although we have encountered 
several such adenomas. In speaking with 
Zollinger * we reached the conclusion that 
the indications are clear that we must 
carry out a forceful attack upon the ulcer 
process itself, and not be satisfied with 
simple removal of the pancreatic tumor. 
We have wondered whether such adeno- 
mas might be coincidental, since Zollinger 
cites several instances in which total gas- 
trectomy finally was required for what 
developed as a benign duodenal ulcer, 
only to have the problem of the recurring 
marginal ulcer become so acute that there 
was no alternative to the total operation. 
Total gastrectomy was necessary in such 
instances, even though the pancreatic tu- 
mors had been removed. The extreme is 
represented by one patient of Zollinger 
who has undergone not only total gastrec- 
tomy but also total pancreatectomy. 
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Cause of peptic ulcer, J.A.M.A,. 


Personal communication to the 


Proceedings of the National Medical Convention, Held in New York, 
May, 1846, and in Philadelphia, May, 1847 


We have at length received the proceedings of the great National Medical Associ- 
ation. The business brought before the body during its Convention is of the highest 
interest to the profession throughout the United States; and we trust, that as almost 
every section of our widely extended country was ably represented in that body, all 
who claim an interest in, or belong to the profession, will do their utmost to carry 
out the views and suggestions of the Convention. 


This is but the beginning of a great reform, we trust, which is to regenerate and 
elevate medicine in the estimation of civilized man. 


We regard this Convention as destined, if continued in the proper spirit, to do 
more for the elevation of the profession than all the legislation in the country. Let us 


protect ourselves. 


New Orleans M. & S. J. 4:231 (September) 1847. 
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Current or Changing Concepts in 


Anticholinergic Therapy 


In Duodenal Uleer* 


@ He that will not apply new remedies must expect new evils—Bacon 


ITH the concept that gastric hyper- 

secretion in patients with duodenal 
ulcer was primarily or solely cholinergic- 
ally induced and that a medical vagotomy 
was achievable by anticholinergics, the in- 
troduction of this therapeutic agent was 
hypothesized to be the solution to the 
problem of duodenal ulcer.':* After a 
period of unwarranted enthusiasm, ex- 
perience and study encouraged acceptance 
of these agents as a valuable adjunct in 
the over-all management of the patients 
with duodenal ulcer.* 


Selection of Agents on an Individual 
Basis 

Many modified and newer agents have 
since been introduced, and in many in- 
stances evaluated and prematurely en- 
dorsed, without proper emphasis on ade- 
quate dosage, estimate of duration of ac- 
tion, and time of administration, all of 
which factors influence the maximal] ther- 
apeutic potential of each agent toward 
achieving quiescence of the ulcer, healing, 
and prevention of recurrence and compli- 
cation.‘ 

The number of new anticholinergics 
that became available, their combination 
with barbiturates and tranquilizers, modi- 
fication to enhance duration of action, and 
synthesis of inherently sustained-action 
agents have created some confusion re- 
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garding the selection and proper use of 
anticholinergics in an adequate ulcer pro- 
gram. Reports of comparative studies in- 
volving conflicting opinions regarding ef- 
ficacy necessarily influence the thinking 
of the practicing therapist. The logic of 
achieving, for each drug, an “optimal ef- 
fective dose”® was recognized early in 
our advocation of tailoring the dosage to 
the maximum tolerance of the individual 
patient ; somewhere between the two (“op- 
timal effective dose” and individual maxi- 
mum tolerance) probably exists an effec- 
tive dose. Further, the requirement should 
vary with the status of the ulcer, with 
recognition of contraindication in hemor- 
rhage, perforation, and obstruction. The 
pyloric or channel ulcer, on the other 
hand, may require an unusually large dose 
for effective relief. Obviously, different 
therapeutic objectives should be estab- 
lished for the healing or quiescent ulcer 
and fo: the active acute lesion. The ap- 
plicabiliiy of the anticholinergic to the 
individual circumstance, and finally, the 
dosage requirement to achieve the desired 
effect should be determined individually. 


Mechanism of Vagal Influence 

A brief review of the anticholinergic- 
influenced component of gastric motor and 
secretory activity is essential to consid- 
eration of the potential of these agents in 
the management of ulcer. With such un- 
derstanding, the significance of neuroge- 
nic or vagal inhibition can be adequately 
rationalized in the control of a portion 
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of the gastric hypersecretion and hyper- 
motility common to duodenal ulcer. 

With the revival of surgical vagotomy, 
vagal influence on gastric motility and 
secretion in human beings has become 
more clearly understood. Vagal section 
reduced gastric tonus, motility, and secre- 
tion. The medical equivalent, adequate 
anticholinergic therapy, creates the same 
effect, but less dramatically and only pro- 
portionate to the efficacy of the mode of 
administration and the adequacy of dos- 
age. 

The motor function of the stomach is 
apparently threefold. The fundus is a re- 
ceptive relaxor, permitting gastric disten- 
tion without increased intragastric pres- 
sure. The pyloric segment conditions the 
gastric content by a churning peristalsis. 
The pyloric sphincter, proper, regulates 
gastric emptying. Vagal blocking inter- 
rupts, in varying degrees, all such activi- 
ty other than that gastrically inherent in 
the intramural plexus. 

Whereas the exact mechanism of anti- 
cholinergics on gastric secretion is not 
entirely clarified, certain phases of gas- 
tric secretion come under vagal influence. 
These are probably limited to the emoto- 
genic or cephalic portion of the digestive 
and interdigestive periods. Indirectly, by 
inhibition of motility, altered gastric dis- 
tention and retention, and directly, by 
surface anesthesia inherent in some com- 
pounds and by inhibition of the vagal 
component of gastrin release, there may 
be influences on the gastric phase (gas- 
trin). The possibly spontaneous, continu- 
ous secretory phase of the interdigestive 
period and the probable hormonal or en- 
zymatic gastric phase of the digestive 
period, are not as conclusively under vagal 
influence of consequence. 

This overly simplified and incomplete 
explanation permits some rationalization 
for seeking anticholinergic vagal inhibi- 
tion and recognition of obvious voids in 
their influence during management of cer- 
tain hypermotility and hypersecretory 
phases of duodenal ulcer. Further incon- 
sistencies in their influence are demon- 
strable in their inability to control com- 
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pletely the response to sham feeding or to 
insulin hypoglycemia. The partial but in- 
consistent control of histamine and of dis- 
tention, however, supports the concept of 
influence of responsiveness of the parietal 
cells to hormonal and chemical stimuli. 


Some estimate should be made of the 
extent of anticholinergic influence that is 
desired. A state of atonicity and achlor- 
hydria may not be necessary or desirable, 
because of the side effects so common to 
such intensive therapy. 

These introductory remarks were de- 
signed to support the concept of anticho- 
linergic therapy, but at the same time in- 
dicate the limitations inherent in the con- 
trol of the complex mechanism of gastric 
hypersecretion so as to permit a better 
understanding of why and how these 
agents should be used. Experience may 
temper our enthusiasm and improve our 
accomplishments in management of ulcer 
as we administer the newer and more 
complex sustained-action anticholinergics 
which are, in general, far more complex 
than the pharmaceutical literature depicts 
them. 


Therapeutic Considerations 

The practical therapeutic considerations, 
therefore, are: 

1. Since anticholinergics appear to be 
most effective against emotogenic-induced 
secretion, they are best given on an empty 
stomach, prior to this phase of stimulation 
and at night to control continuous noctur- 
nal secretion. 


2. The quantity must be sufficient to 
suppress secretion. It must be tailored to 
the individual patient and can, to a rea- 
sonable degree, be estimated by side ef- 
fects and measurement of influence on 
basal secretion. 

3. The duration of action of the un- 
modified drugs does not consistently ex- 
ceed four hours and, therefore, such peri- 
odic administration is necessary. 

4. Clinical evaluation of an agent on 
the basis of ulcer response is hazardous 
and necessitates comparable controls, pro- 
longed re-examination (beyond twelve 
months), and consideration of the natural 
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history of the peptic ulcer, which may 
often respond either spontaneously or to a 
therapeutic program. 

On the basis of such observations, most 
of the presently recognized anticholiner- 
gics, when used in adequate quantity, are 
effective adjuncts to management of ulcer. 
Pertinent to these and other reports on 
analysis are conflicting and inconclusive 
opinions,“ which have resulted in con- 
tinued effort to produce a more effective 
modification of these agents. An accomp- 
lishment in this respect has been first, 
the modification of the drug to achieve 
sustained-action and, more recently, the 
synthesis of agents which inherently had 
prolonged action. 


Delayed or Sustained Action 
Anticholinergies 

The issue of current interest in anti- 
cholinergic therapy is, therefore, an eval- 
uation of the sustained-action of the modi- 
fied, presently available anticholinergics 
and of the newer inherently prolonged- 
action synthetic anticholinergics. Where- 
as parenteral forms of most preparations 
are available, we have adhered to the 
opinion that only orally administered 
agents are of practical value in the un- 
complicated ulcer program, since all such 
regimens should be viewed as long-term 
management problems. 

The psychologic desirability of less fre- 
quent administration and the physiologic 
advantage of more constant control of 
vagally stimulated gastric secretion are 
recognized. Prolonged consistent control 
of gastric secretion is the objective of 
most ulcer programs. Resultant healing 
or quiescence is perpetuated by continua- 
tion of the program over a period of 
months, perhaps years. Essential to such 
a regimen is normalization of psychologic 
and physiologic reaction. 

Among the modes of achieving sus- 
tained, delayed, or gradual release of an 
anticholinergic has been the use of resis- 
tant coatings (fats, fatty acids, waxes, 
gums, shellacs, glycerine esters), a series 
of drug layers, multisized fat-coated gran- 
ules, adsorption on an ion exchange resin, 


and impregnation into a plastic matrix. 
On in vitro study, such prolonged-action 
preparations release portions immediately 
and at timed intervals throughout periods 
of eight to twelve hours. The therapeutic 
requirement can, therefore, be adminis- 
tered at fixed, infrequent intervals for es- 
timated constant action. Human variables 
of secretion and motility, whose influence 
on orally administered, unmodified prod- 
ucts is already recognized, are obviously 
applicable to the sustained-action agent, 
which, when rendered available, may have 
reached sites where motility, secretion, 
and mucosal surfaces do not favor absorp- 
tion. If the contention that the “physio- 
logic availability” *.* of an agent is de- 
pendent on a disintegrating time of less 
than sixty minutes, the products under 
discussion represent only a frustrated 
transport to the fecal stream. 

Among the anticholinergic agents in 
this category of delayed or sustained-ac- 
tion that have been available to us for 
evaluation are Prantal Repetabs®, Tral 
Gradumets®, Prydon Spansules®, Piptal 
Sustained Release Core®.* In clinical eval- 
uation of these agents, side effects or 
suppression of salivation have not been 
proportionate to the quantity of the agent 
contained therein, indicating restriction 
of available anticholinergic initially. Def- 
inite but extremely variable evidence of 
secretory and motor influence, along with 
side effects indicative of delayed release 
and availability of the drug, as well as 
salivary suppression beyond the period of 
unmodified drug activity of a single total 
dose in the same patients when used as 
their own controls was observed. Pro- 
longed but widely variable duration of ac- 
tion, definitely less than that anticipated, 
proved characteristic. Inability to repro- 
duce these findings in the same patients 
on repetition of study suggests that vari- 
ations are to be expected not only from 
patient to patient, but also in the same 


* Prantal Repetabs®: Schering Corporation 
Tral Gradumets®: Abbott Laboratories 
Prydon Spansules®: Smith, Kline & French 
Piptal Sustained Release Core®: Lakeside 
Laboratories 
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patient under normally varying circum- 
stances of secretion and motility. 

Because availability by required disin- 
tegration was considered the issue of im- 
portance, we have welcomed the oppor- 
tunity to evaluate inherently long-acting 
anticholinergics. Among these newer 
agents is oxyphencyclimine hydrochlor- 
ide,+ one of the new series of substituted 
phenylacetic acids containing “non- 
quaternized” tertiary amines with defi- 
nite parasympatholytic and antisecretory 
activity.” This agent, available to us for 
clinical evaluation since 1957, has shown 
pronounced antispasmodic and antisecre- 
tory properties paralleling Pro-banthine®, 
Pamin®, and Tral®. Its onset of action 
is more insidious and, its side effects are, 
therefore, less obvious but action is defi- 
nitely more prolonged, persisting beyond 
twelve hours. Because of insidiousness 
of onset and prolonged action, an unusual 
tolerance was mistakenly judged in our 
earlier observations when side effects 
were not closely correlated with the time 
of administration of the drug but were de- 
layed by six to ten hours. This rendered 
single dose studies of secretion and motil- 
ity, as well as optimal effective dose, dif- 
ficult to evaluate and caused considerable 
confusion and delay in evaluation of the 
drug, since tailoring the maximal effec- 
tive dose to each patient required obser- 
vation of side effects over a trial period 
of two weeks. 

Further initial secretory and motility 
studies carried out thirty minutes after 
administration yielded only minimal in- 
fluence. Only upon discovering the maxi- 
mal action at six to eight hours after ad- 
ministration could our estimate of dosage 
be made. 

In our early evaluations, studies were 
made at fifteen-minute intervals over a 
period of two hours. The influence on 
basal secretion during the eleventh and 
twelfth hours after administration of the 
agent was evaluated.’ These studies, 
however, were done with what is now 





+ $1-1236 (Daricon®) was furnished for this 
study by Dr. Kenneth J. Dumas, Department of 
Clinical Research, Chas. Pfizer & Company, Inc. 
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considered an excessive dose, 100 mg.; 
later observation proved this dose to be 
impractical because of side effects. Dur- 
ing this early period, it was our impres- 
sion that the potency of certain lots of 
the trial drug probably varied. When the 
product was, in our opinion, more stabil- 
ized in potency, considerable readjust- 
ment in dosage was necessary. There- 
after, we tailored our dose in each lot to 
the maximal tolerated dosage and found 
this to vary from 10 to 30 mg. at inter- 
vals of ten to twelve hours; the average 
adult patient with duodenal ulcer in the 
third and fourth decades tolerated 25 mg. 
at twelve hour intervals with overlap of 
secretory, motility, and side effects. 


On tailored dosage to individual toler- 
ance, we have repeated secretory observa- 
tions in 15 patients with duodenal ulcer 
and hyversecretion on three occasions at 
five-day intervals beyond the control. 
Fairly consistent and comparable sup- 
pression in pH, acid output, and concen- 
tration were observed in two-hour studies, 
ten hours after administration. Seven of 
the patients gave achlorhydric samples 
throughout all three test periods. In 6, 
secretory suppression was beyond 50 per 
cent. In the remaining 2, the degree of 
secretory influence was not considered 
significant. When histalog was given at 
the termination of the initial two-hour 
study, comparable control acid output was 
restored in 5 of the 7 achlorhydric pa- 
tients studied and better than 50 per cent 
sustained acid suppression in only 2 pa- 
tients. 

During our observation, 4 patients with 
duodenal ulcer hospitalized for acute duo- 
denal obstruction were available for con- 
tinuous twenty-four hour secretory study. 
After satisfactory recovery from obstruc- 
tion, on the fourth day each was given 30 
mg. by intragastric tube at twelve hour 
intervals, with aspiration delayed for one 
hour after administration. All 4 of the 
control hyperchlorhydric patients were 
rendered achlorhydric during the test 
period. 

With sustained antisecretory influence 
established, we then began clinical evalu- 
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ation in management of uncomplicated 
duodenal ulcer, adding S1-1236 to routine 
ambulatory management in 36 patients 
who had satisfactory secretory response 
to the agent beyond twelve months. All 
have been given the agent at twelve-hour 
intervals. The individual dose varied from 
10 mg. to 30 mg., depending on side ef- 
fects, influence on basal secretion, and evi- 
dence of inhibited motility. Basal secre- 
tory studies and roentgenographic re- 
evaluation have been repeated at the sixth 
and twelfth months. 


Results 

All 36 patients became asymptomatic 
within the first forty-four days of treat- 
ment; 29 have remained symptom-free. 
Three patients have had recurrent symp- 
toms of ulcer on more than two occasions, 
and 4 have each experienced one recurrent 
episode. There have been no complica- 
tions. 

On roentgenographic evaluation, the 
ulcer crater has healed, with minimal 
residual deformity, at six months and re- 
mained so on twelve-month study in 24 
patients. In 5 patients, neither ulcer 
crater nor deformity was demonstrable 
on either examination. In 4 patients, the 
ulcer crater was still present at six months 
but had healed with minimal deformity at 
twelve months. In 3 patients, the ulcer 
defect remained essentially unchanged at 
both these examinations. 


In our opinion, reproduction of roent- 
genograms to illustrate our results is 
valueless. The inference that the anti- 
cholinergic was directly responsible for 
the healing is not justifiable, just as the 
agent cannot be condemned for lack of 
healing in certain cases. Case studies have 
demonstrated healing on bed rest alone, 
or antacid therapy, or other supportive 
measures. 

All 36 patients, on each periodic ob- 
servation, exhibited definite motility in- 
fluence, delayed gastric emptying, slug- 
gish gastric peristalsis, duodenal widening 
and prolonged gastro-cecal transit time. 
Basal secretory studies in all individuals 
at the six-month interval showed sus- 


tained secretory suppression well below 
the accepted normal limits, with achlor- 
hydric samples in 21 instances. The find- 
ings were almost duplicated at twelve 
months; only 1 patient had secretion be- 
yond the normal level, and 23 had achlor- 
hydric samples. 

There is reason to question the necessity 
or desirability to create medically pro- 
longed periods of achlorhydria. A normal 
range of free hydrochloric acid after heal- 
ing would probably be adequate to assist 
in sustaining healing. 

None of the 7 patients with recurrent 
difficulty had symptoms of active ulcer 
at the testing periods. All 7 showed secre- 
tions within normal range. 

Darbid®, also an inherently prolonged- 
action agent which became commercially 
available during this period of study, has 
been reported to have comparably pro- 
longed secretory influence in an interest- 
ing correlation of salivary and gastric 
secretory inhibition.'' Our observations 
with Darbid® do not extend beyond six 
months. In a limited evaluation in 6 pa- 
tients, the same patients being used as 
controls, Daricon® and Darbid®, each 
when tailored to the patient’s require- 
ment, have been judged to be comparable 
in onset of action (within sixty minutes 
of administration, the desirable interval 
of disintegration), manifested by the 
usual anticholinergic side effects and ef- 
fective in suppressing gastric secretion 
and motility for prolonged periods, seven 
to twelve hours for Daricon® and five to 
nine hours for Darbid®. 

Duration of action is inherent in these 
two agents. Reese and associates,'* dis- 
cussing Daricon®, suggest one or more 
factors responsible: chemical structure, 
rate of absorption. rate of degradation 
and excretion, concentration in and af- 
finity for certain tissues, and rate at 
which physiologic antagonists are formed 
at its site(s) of action. Whereas the fac- 
tor or factors responsible for the duration 
of action of Daricon® and Darbid® have 
not yet been disclosed, they conclusively 
represent a new mode of prolonged-action 
anticholinergic therapy. 
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With the achievement of sustained ther- 
apeutic action is associated the concomi- 
tancy of prolonged side effects, which in 
anticholinergic - sensitive patients is a 
source of considerable concern. Addition- 
ally, estimating dosage is more difficult 
because of pronounced variability, possi- 
ble accumulation of dose, and possible 
tolerance. In altering gastric secretion 
effectively and in emptying, the agent 
may concomitantly undergo a change in 
its own absorption and thereby further 
complicate dosage and gastric stimulation. 


Conclusions 


1. The average therapist should select 
an effective anticholinergic after a study 
of his patients’ individual requirements, 
including tailored dosage, periodicity of 
administration, and duration of therapy. 

2. In most instances of uncomplicated 
duodenal ulcer, a sustained-action product 
will probably be a definite adjunct for the 
control of nocturnal secretion and, in 
many instances, of diurnal secretion. 

3. Daricon® has proved to be an ex- 
cellent sustained-action anticholinergic in 
our study of this agent over a period of 
eighteen months. 
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Historical Notes 


Since the commencement of warm weather, a few cases of coup de soleil have 
occurred; and as the summer advances and the heat increases, we expect the mortality 


from this cause to become greater. 


If, as some political philosophers assert, population constitutes the wealth of a 
nation, it then becomes the sacred duty of those in authority to use every pre- 
caution—to adopt the most efficient means to protect the public against the ravages 


of fatal epidemics. 


Impressed, no doubt, with these considerations, Alderman Smith of the Second 
Municipality, with his well known promptitude and philanthropy, has already brought 
before the Council, a proposition to have moored along the Mississippi a number of 
baths for the accommodation of the public at large. This is an important measure, 
and will no doubt add materially to the comfort, cleanliness, and health of the 


laboring and poorer class of our population. 


New Orleans M. & S. J. 5:131 (July) 1848. 
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Vulvar Clinic at Tulane* 


®@ A special clinic for the study and treatment of benign and malig- 
nant diseases of the vulva, at Tulane University, during the two years 
of its existence, has proved to be of great value. 


TCHE Vulvar Clinic at Tulane was 

started in March 1957, by the Depart- 
ment of Obstetrics and Gynecology. The 
desirability of this special clinic arose 
out of particular interest in vulvar lesions 
and the availability of a wealth of clinical 
material with which to work. It was felt 
that concentration of interest and result- 
ant thoroughness in study and care of 
these patients would be rewarded by su- 
perior results. Accordingly, one entire 
morning of each week was set aside for 
the vulvar clinic. 

Cooperation from the Tulane Derma- 
tology Department was enlisted from the 
start. In addition to the staff and resi- 
dents of the Department of Obstetrics and 
Gynecology, consultation personnel from 
the Dermatology Department are present 
at each clinic session. This joint effort 
has been particularly fruitful because of 
the numerous diseases involving not only 
the skin of the vulva but of other areas 
of the body as well. This also has provided 
excellent interchange of diagnostic tech- 
niques, knowledge, and therapeutic arme- 
mentarium. Naturally, the patients bene- 
fit from this immediate consultation and 
are spared the necessity of repeated visits 
to a number of various clinics before re- 
lief of symptoms is afforded. 





* Presented at the Seventy-ninth Annual Meet- 
ing of the Louisiana State Medical Society, in 
New Orleans, May 6, 1959. 

From the Department of Obstetrics and Gyne- 
cology, Tulane University School of Medicine, 
and the Tulane Unit, Division of Obstetrics and 
Gynecology, Charity Hospital of Louisiana at 
New Orleans. 

Aided by a Grant from the Ex-Residents and 
Fellows Research Fund. 


HERBERT W. BIRCH, M. D. 
CONRAD G. COLLINS, M.S., M. D. 
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There are a number of clinical and re- 
search laboratories whose services are 
available in solving the numerous vulvar 
problems seen. The Obstetric and Gyne- 
cologic Research Laboratory provides 
steroid and other endocrine evaluations. 
The mycology laboratory as well as the 
laboratory for the study of venereal dis- 
ease render specific culture and smear 
evaluation of any suspicious lesion. Mul- 
tiple studies of all biopsies obtained are 
performed by the Pathology Department 
of the University Medical School, and in 
addition, by the Dermatologic and Gyne- 
cologic pathologists. 

The residents and fellows in Obstetrics 
and Gynecology at Tulane are all rotated 
through the vulvar clinic as an integrated 
part of their training. This has provided, 
in concentrated form, an abundance of ex- 
perience in this phase of gynecology. 

In these first two years of activity 
there have been 220 new patients admitted 
to the clinic and of course, many revisits 
(Table 1). The clinic has become a cen- 
ter to which many interesting and per- 
plexing problems of the vulva have been 
referred. Many of the patients are re- 
ferred from out of town and even out of 


TABLE 1 
VULVAR CLINIC AT TULANE 
March 7, 1957, to March 7, 1959 








New patients admitted ......................... 220 

Average weekly load -..................... —— 

No. different entities —............. Poe 47 

Follow up vulvectomies -............... eet 55 
malignant 27, benign 28 

New patients for vulvectomy ................ 22 
malignant 12, benign 10 

Patients with diabetic vulvitis .............. 63 

Patients with active venereal disease ... 12 

Gen. dermatological disease ......... mes 15 
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state. Most of our patients, however, are 
referred from other clinics and services 
here at the medical center. The average 
number of patient visits weekly is 15 but 
varies from 5 to 25. This allows adequate 
time for considerable discussion of the 
various phases of interest concerning all 
of the lesions seen. There have been 54 
different disease entities in the new pa- 
tients admitted to the clinic. However, 
only 47 represent vulvar problems since 
7 were confined to the vagina. This in- 
cludes vaginal lesions such as vesicovagi- 
nal, rectovaginal or ureterovaginal fistu- 
las and vaginal agenesis. One patient was 
seen with epidermoid carcinoma in an 
artificial vagina. 

The clinic has provided excellent fol- 
low-up on 55 of our patients who have 
had vulvectomy for malignant or benign 
disease prior to the opening of the vulvar 
clinic. Twenty-eight of these were oper- 
ated for benign disease, whereas 27 were 
operated for malignancy. It has been our 
good fortune to obtain follow-up on all 
of the 128 extensive vulvectomies per- 
formed on the Tulane Service over the 
past 13 years. This is, in part, due to the 
activities of the vulvar clinic. 

During these first two years of experi- 
ence, there have been 22 new patients ad- 
mitted to the clinic whose lesions required 
vulvectomy. Twelve of these were for 
malignancy and 10 were for benign dis- 
ease (Table 1). Twelve patients present- 
ed with active venereal disease and 63 
patients were seen with vulvar lesions and 
diabetes mellitus (Table 1). In 15 in- 
stances, the vulvar lesion was the primary 
or secondary part of a generalized der- 
matological disorder such as _ psoriasis, 
pityriasis rosea, neurodermatitis, secon- 
dary lues, and seborrheic keratosis. 


Vulvar Survey 

In caring for the numerous and varied 
problems, an extensive vulvar survey is 
employed (Table 2). The history is par- 
ticularly contributory in determining any 
possible allergy to clothing, drugs, cosmet- 
ics or soaps. In the general physical ex- 
amination similar lesions are searched for 
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TABLE 2 
VULVAR SURVEY 








History and general physical 
Pelvic and wet mount 
Culture vagina and vulva 
CBC and serology 
Darkfield and Frei 
Donovan and Ducrey 
Urine and stool analysis 
Glucose tolerance test 
Picture 

Biopsy 

Metastatic series 





on other skin and mucous surfaces. The 
need for complete pelvic evaluation is ob- 
vious. The wet mount examination is per- 
formed in any case in which pruritus and 
leukorrhea are factors. In this way yeast, 
trichomonas and Hemophilus vaginalis are 
discovered early in the work-up. 

Blood dyscrasias are generally found by 
the blood studies. The patients who have 
ulcerative lesions are sent to our scraping 
clinic where investigations for venereal 
diseases are performed. By these studies 
we have discovered the presence of active 
venereal disease in 12 patients, 4 of whom 
had syphilis with vulvar lesions and 4 
each of granuloma inguinale, and lympho- 
pathia venereum. Biopsy of the vulva is 
liberally resorted to particularly in those 
patients who manifest a white lesion, ul- 
ceration, or tumor. This has been done 
with a skin biopsy punch under local anes- 
thesia in the vulvar clinic. Following the 
removal of an adequate portion of the 
lesion a piece of gel-foam is placed over 
the site and held with pressure by the 
patient. This has proved to be effective 
in controlling the bleeding, and we have 
not seen any difficulties arise from using 
this method. On the other hand, valuable 
information needed to properly care for 
the patient has been obtained without hos- 
pitalization. The glucose tolerance test is 
performed upon all patients presenting 
with pruritus, regardless of type of lesion, 
color of lesion, or infective organisms 
found. A picture is made and it becomes 
a valuable part of the patient’s record. 
The importance of the biopsy cannot be 
overstated. It has been utilized in over 
90 per cent of our patients and has pro- 
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vided the decisive information in the man- 
agement of the majority of all cases seen. 


Management of Patients 
The management of vulvar lesions af- 
ter biopsy has been obtained is graphic- 
ally demonstrated by Fig. 1. When the 


MANAGEMENT OF PATIENTS 


yaptoms & Lesions cured = watch 
Medical treatment 
ecurrence = repeat study 


f symptoms & lesions persist 


No malignancy 








ulvectom 


or venereal hypertrophy 
Biopsy 
ulvectomy, multiple sections 


0 invasion = watc 
Non-invasive 


I 


ulvectomy, invasion on multiple 
ection = node disection 





lignancy 








ulvectomy # node disection # 
nvasive ditional pelvic resection as 
weeded. 


Figure 1 


biopsy reveals a benign lesion the treat- 
ment is specific local and general medical 
therapy and the patient is watched. If 
any recurrence develops, the vulvar sur- 
vey is repeated and again medical therapy 
is utilized. Extensive vulvectomy is per- 
formed upon patients with severe symp- 
toms of pruritus, burning, itching, dis- 
charge and pain that persist over a long 
period of time despite exhaustive survey 
and prolonged general and specific local 
medical therapy. 

Vulvectomy is also afforded to patients 
with chronic granulomatous venereal dis- 
ease whose tissues fail to return to normal 
following adequate medical therapy and 
complete eradication of the infective or- 
ganisms. Chronic hypertrophic residues 
of granulomatous venereal disease have 
been found in association with 18 per 
cent of the 83 cases of vulvar cancer seen 
on our service over the past thirteen 
years. Whenever the biopsy reveals carci- 
noma-in-situ, an extensive vulvectomy is 
then performed. Multiple sections of the 
tissues are studied microscopically. If 
these fail to disclose invasion the therapy 
is considered adequate. We have had no 
deaths from tumor or recurrence in any 
of the 12 patients with preinvasive carci- 
noma handled in this way from January 
1, 1946, to January 1959, on the Tulane 


Service. If invasive malignancy is deter- 
mined by biopsy the extent of the disease 
is determined by appropriate cytoscopic 
and proctoscopic examination and meta- 
static series is performed. The presence 
of bony or distant metastases are the 
only contraindications to surgery. The 
surgical management consists of exten- 
sive vulvectomy and bilateral inguinal and 
extraperitoneal pelvic lymphadenectomy. 
When adjacent structures are involved 
such as the vagina, urethra, bladder, or 
rectum, they are removed. 

The procedure of extensive vulvectomy 
that has been used is called “radical vul- 
vectomy”’ at most centers but here at Tu- 
lane we take issue with those who wish to 
call anything “radical” that relieves pain 
and prolongs the life of the patient. The 
procedure includes the wide excision of 
the entire vulva, including the labia mi- 
nora and majora, the clitoris, and an ad- 
ditional border of the mons and perineal 
body. The incision is placed as far later- 
ally as necessary to remove all of the dis- 
eased skin plus a sufficient border of nor- 
mal tissue to prevent recurrence. The 
medial incision is placed within the va- 
gina at the level of the hymenal ring but 
is readily moved higher if necessary. The 
dissection is carried down to the peri- 
osteum of the pubis and to the levator ani 
muscles, thus removing the urogenital 
compartments as well as the entire vulva. 
This basic procedure is performed both 
in malignant and benign disease of the 
vulva. However, in dealing with malig- 
nancy the contents of the ischio-rectal 
fossae are also removed. 

This technique was instituted by Dr. 
Conrad G. Collins and since January 1, 
1946, all patients on our service have 
been managed by a single team. Over this 
period of time, 128 patients have received 
extensive vulvectomy for malignant and 
benign disease (Table 3). The five year 
survival on those operated for malignancy 
is 68 per cent. 

Those new patients from the vulvar 
clinic requiring vulvectomy are listed in 
Table 4 and are included in the total of 
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TABLE 3 
VULVECTOMIES JANUARY 1, 1946, TO JANUARY 1, 1959 
For malignancies 76 
invasive 64 
pre-invasive 12 
For benign disease 52 
Total 128 
TABLE 4 
VULVECTOMIES IN 2 YEARS OF VULVAR CLINIC 
For malignancies 12 
invasive 9 
pre-invasive 3 
For benign disease 10 
Total 22 





128. Vulvectomy done in this fashion has 
been shown to be vastly superior to sim- 
ple, partial or hemi-vulvectomy. Conse- 
quently, these are not done on the Tulane 
Service. The procedure itself is rapid, 
safe, and associated with minimal bleed- 
ing. Blood transfusions have been needed 
in less than 50 per cent of cases. The pa- 
tients are comfortable and are able to 
care for themselves by twenty-four hours 
after the operation. Primary healing has 
been achieved in over 85 per cent of pa- 
tients and the majority of them go home 
in seven to ten days. Following complete 
healing of the operative site those patients 
interested in intercourse are able to en- 
gage in such with the same gratification 
as before. We have seen pregnancy oc- 
curring in 7 of these women and uncom- 
plicated vaginal delivery of 10 babies. 


Diabetic Vulvitis 
One of the most common problems en- 
countered in the vulvar clinic is diabetic 
vulvitis (Table 5). There have been 63 
new patients admitted to the clinic with 
vulvar lesions and diabetes. In 40 of 
these, the diagnosis of diabetes or pre- 
diabetes was made by glucose tolerance 
TABLE 5 


DIABETICS IN VULVAR CLINIC 
March 7, 1957, to March 7, 1959 











Diagnosis by Ob-Gyn. Research Lab. 40 
Frank diabetics 22 
Pre-diabetics 18 

Known diabetics 23 

Total 63 
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test performed by the Tulane Obstetric 
and Gynecologic Research Laboratory. 
Some of these patients had repeated pre- 
vious fasting blood sugar determinations 
and all had previous tests for glycosuria. 
Twenty-two of these were frank diabetics 
and the other 18 were pre-diabetics, 
(Table 5). Approximately one third of 
these patients had normal fasting blood 
sugars and the urines remained negative 
throughout the tests. For this reason, we 
now go directly to the glucose tolerance 
test rather than depending upon urine 
and fasting blood sugar determinations as 
screening procedures. It has also become 
apparent to us in managing the vulvar 
problems that the infections are equally 
resistant whether the woman be pre-dia- 
betic or diabetic. Successful results with 
local medications are only achieved fol- 
lowing proper control of the hyperglyce- 
mia in both diabetics and pre-diabetics. 

Of these 40 new diabetics, 10 were white 
and 30 were Negro. The age range was 
from 19 to 78 with the mean age of 50. 
The only common symptom presented 
was that of pruritus. Many complained 
of additional discharge, sores, burning, 
tumors, dyspareunia or boils; The dura- 
tion of symptoms varied from two weeks 
to twenty years with an average duration 
of two and a quarter years. The appear- 
ance of the lesion was most commonly 
red, edematous or excoriated, but many 
were described as being white, atrophic 
or lichenified. Granulomas were noted in 
2 instances and tumors of the vulva were 
found in 2. The final diagnoses in these 
40 patients are listed in Table 6 and as 
can be readily seen infections are directly 
responsible for the majority of these prob- 
lems. Superimposed infections were prob- 
ably present in most of the remainder. In 
3 of these patients, there was an associ- 
ated vulvar malignancy. 

The value of knowing that a patient has 
diabetes when she is taken to surgery for 
vulvectomy and lymph gland dissection is 
manifest to all, for healing is poor in the 
uncontrolled diabetic. The therapy uti- 
lized in the 40 new patients with diabetes 
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TABLE 6 
VULVAR LESIONS IN NEW DIABETICS 
Candida vulvovaginitis ............................ 10 
Trichomonal vulvovaginitis -................... 2 
* Cand. + Trich. vulvovaginitis .... oc Sa 
Chronic atrophic vulvitis -....................... 12 
Leukoplakia_ -....... enue s ddisteibcbiecndaat 2 
Lichen sclerosis et atrophicus .............. . & 
I oo  aaceetcanen 1 
Bowen’s disease Pee eee 1 
Adenocarcinoma Bartholin’s gland ....... 1 
Pyogenic granuloma . a eee a 
Chronic folliculitis - clic scaaiacnsaai 1 
. Acanthosis nigricans .......... sepia cma ae 
Behcet’s syndrome ioccccenceetnedeas 
Total 40 





and vulvitis is listed in Table 7. In man- 
aging the carbohydrate hypometabolism, 
diet alone was sufficient for the pre-dia- 
betics and this varied from 1200 to 1800 
calories with a low proportion of carbo- 
hydrates. Insulin or orinase was required 


TABLE 7 
THERAPY IN DIABETICS 


Diet (1200 - 1800 cal.) 
Specific diabetic therapy 
Specific Rx candida 
Specific Rx Trichomonas 
Local medications 

Surgery (Ext. vulvectomy) 











in addition for many of the frank dia- 
betics. Proprion gel and mycostatin have 
been the most commonly used agents for 
yeast infections, but boric acid capsules 
and douches have been of distinct value. 
For trichomoniasis, Floraquin, Milibis 
and Trichofuran have been used. Many 
of the degenerative and atrophic lesions 
have been relieved by the use of Cortisone, 
or estrogen creams, or lotions. The pa- 
tient with Bechet’s syndrome responded 
to oral cortisone and local aureomycin. 
Surgery, extensive vulvectomy, was per- 
formed in the 3 instances of malignancy 
and in 1 patient with chronic atrophic 
vulvitis. There has been no recurrence of 
any of the lesions managed by surgery. 
As can be seen in Table 8, the usual 
period of time before complete relief of 
symptoms was within two to four weeks 
and the skin and mucous surfaces re- 
turned to normal within three months. 
One patient with neurodermatitis and 


TABLE 8 
RESULTS OF THERAPY IN NEW DIABETICS 








A. Time to relief of symptoms 


Time No. pts. 
1 - 2 wks. 18 
2 - 4 wks. 16 
1-3 mos. 4 
3 - 6 mos. 0 
over 6 mos. 1 

B. Time to clinical cure 

Time No. pts. 
0- 1 mos. 19 
1- 3 mos. 13 
3- 6 mos. 2 
6 - 12 mos. 2 
over 12 mos. 3 





psychiatric problems insisted that she had 
not been benefited despite prolonged medi- 
cal therapy. One of the patients was a 
referral case and we have no follow-up 
on her. The vulvar skin has not returned 
to normal appearance in 5 patients fol- 
lowed over six months. Two of these have 
leukoplakia, 2 lichen sclerosis and atro- 
phicus and 1 has acanthosis nigricans. 
However, the patients with leukoplakia 
are seen frequently and biopsied often. 
They all remain asymptomatic and no 
atypical epithelium has been discovered. 
The most important factor in bringing 
relief to these unfortunate women, many 
of whom had previously received numer- 
ous courses of the same medications we 
used, was to discover and control their 
hyperglycemia. During these two years 
we have seen 23 known diabetics with 
vulvar problems and the flare-up of vul- 
vitis is usually related to uncontrolled 
hyperglycemia. 


Conclusions 

The vulvar clinic at Tulane has now 
been functioning for only two years and 
yet it has already proved to be of great 
value. Improved patient care and in- 
creased resident’s training benefits are 
the natural consequences of concentrated 
effort by both Gynecologic and Dermato- 
logic staffs. The extensive vulvar survey 
is basic and the value of routine biopsy, 
venereal studies and frequent use of the 
glucose tolerance test regardless of the 
fasting blood or urinary sugar findings, 
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has been stressed. The clinic has been a malignancies of the vulva is resulting in 
definite aid in obtaining excellent follow- an increasing ratio of early lesions. We 
up on the 128 extensive vulvectomies per- anticipate a continued shift in this direc- 
formed on our service over the past thir- tion and a resultant rise in the survival 
teen years. Reduced patient and doctor of patients treated for vulvar malignan- 
delay in providing definitive therapy for cies. 

oD 


Historical Notes 


Address delivered before the Physico-Medical Society of New Orleans, November 
27th, 1846, by R. M. Graham, M.D. 

This is the 25th Anniversary of the Physico-Medical Society of New Orleans. It 
was ushered into existence under auspicious circumstances, and for a period of time 
its progress was characterized by the most triumphant success. * * * 

The harmony of which we speak, as essential to the success of all associations, is 
that personal decorum which should mark the conduct of every gentleman, not less 
in his intercourse with the world than with those with whom he is associated. Much, 
too, of the success of all societies depends upon the individual conduct of each member. 

If we would elevate the profession and cause the science to advance, we must 
have an educated profession. Our members must be learned men, with minds fitted, 
by classical learning, and a long course of philosophical studies for the work of obser- 
vation and deduction. With such men we may look for progress; without them we 
may expect to sink lower in degradation, and to hear louder and longer the laugh of 
derision which is already raised against us. 


AuGusT, 1959—Vol. 111, No. 8 301 








Griseofulvin--Twentieth Century 


Wonder Drug of Dermatology 


@ Report on a new oral drug for the treatment of a group of patho- 
genic fungi, which, as the author points out, may prove to be a boon 


if used properly. 


HE discovery of griseofulvin’ repre- 

sents a major breakthrough in the 
field of dermatology, as well as in the 
entire field of medicine. This is the first 
orally administered drug to be effective 
against certain common dermatomycoses. 
It is not effective in the diseases caused 
by the yeast-like organisms. 

In the near future, literature, both 
medical and lay, will probably be flooded 
with various reports, case histories, side 
effects, usual and unusual experiences 
with this new drug. This article is a seri- 
ous plea for the judicious use of an ex- 
tremely valuable and important drug. 
Care in the use of griseofulvin can develop 
for it either an excellent reputation, which 
it deserves, or it can become a “black 
sheep” for both physician and patient. 
The efficacy of griseofulvin has, at pres- 
ent, been established for a definite group 
of the pathogenic fungi. To diagnose 
fungous infection and start the patient 
on this drug without proper clinical and 
laboratory evaluation will result in a 
costly, unsuccessful routine of therapy. 
This will, in time, cause an adverse opin- 
ion of both physician and drug. 

In 1955, Wilson ! wrote, “‘the ideal anti- 
fungal drug even for superficial mycoses 
would seem to be one which could be safely 
administered internally in amounts suf- 
ficient to endow the cells eventually des- 
tined to produce keratin with the power 





* Assistant Clinical Professor of Dermatology, 
Louisiana State University School of Medicine, 
New Orleans, La. 

+ Dr. G. Kenneth Hawkins, Schering Corp., 
Bloomfield, N. J., supplied the Fulvicin (griseo- 
fulvin). 





GEORGE GAETHE, M. D.* 
New Orleans 


to resist fungi completely, this power per- 
sisting as they become keratinized, and 
the drug thus exerting its effects from 
within outward.” Griseofulvin, which was 
isolated in 1939, by Oxford et al,> may 
fulfill these requirements. It is a fermen- 
tation product of three species of Peni- 
cilllum, namely P. patulum, P. griseoful- 
vin, and P. janczewski. Its structure has 


OCH; 


> 


Chs 





GRISEOFULVIN 


Figure 1.—Chemical structure of Griseofulvin. 


been established by Grove et al.* (Figure 
1) It has been used in agriculture for 
the control of plant fungal pathogens. 

In August of 1958, Gentles* reported 
the effectiveness of small oral doses of 
the drug in Microsporon canis and Tri- 
chophyton mentagrophytes infections in 
guinea pigs. Blank and Roth,°® in March 
1959, reported the results of the use of 
griseofulvin in human dermatomycoses. 
This latter article should be read in its 
entirety by all physicians, since it is the 
first in this country which deals with the 
use of the drug in human beings. Clinical 
experience is at present limited through- 
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out this country due to the extreme short- 
age of supply of the drug. 

The miraculous results in even relative- 
ly few cases, make it imperative fo: all 
physicians to recognize the potentialities 
and hazards of its use. 


Indications 

The drug has been found to be effective 
in disease caused by: 

1. Trichophyton rubrum, the causative 
organism in certain chronic, recalcitrant 
cases of tinea corporis and onychomy- 
cosis. 

2. Microsporon audouini, the cause of 
the human variety of tinea capitis. 

3. Trichophyton mentagrophytes, a 
common cause of tinea cruris and tinea 
pedis. 

4. Microsporon canis, the cause of the 
animal variety of tinea capitis. 

5. Epidermophyton floccosum, a fre- 
quent cause of tinea cruris and also a 
cause of tinea of the nails, and the feet. 

6. Microsporon gypseum, which can 
involve hair and skin. 

7. Trichophyton tonsurans, the cause 
of “black dot” tinea capitis, which does 
not fluoresce under Wood light examina- 
tion. 

8. Trichophyton megnini and Tricho- 
phyton gallinae of this rosaceum group of 
Trichophyton violaceum. These can in- 
volve hair, skin, and nails. 

9. Trichophyton verrucosum in calves. 

It must be remembered that the tricho- 
phyton group can involve hair, skin and 
nails; the microsporon group can involve 
hair and skin and the epidermophyton 
group, skin and nails. 


Fungus Diseases Not Affected by Drug 

Griseofulvin is not effective in diseases 
caused by: 

1. Malassezia furfur, the cause of tinea 
versicolor. 

2. Candida albicans, the cause of Mo- 
nilia (yeast) infections. 

3. Cryptococcus neoformans, the cause 
of cryptococcosis. 

4. Sporotrichum schenkii, the cause of 
sporotrichosis. 

5. Hormodendron compactum and Phi- 
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alophora verrucosa, the causes of chro- 
moblastomycosis. 

6. Blastomyces dermatitides and Blas- 
tomyces brasiliense, the causes of blasto- 
mycosis. 

7. Histoplasma capsulatum, the cause 
of histoplasmosis. 


Aids in Diagnosis 

Fortunately, we now have readily avail- 
able simple means of positive identifica- 
tion and determination of the pathogeni- 
city of species of fungi. The earliest 
growth of fungus on Sabouraud’s media 
can be readily identified as pathogenic or 
saprophytic by the simple addition of a 
few drops of the “Universal Wide Range 
Indicator” (Harleco).* A _ pathogenic 
growth will turn green or blue in color 
(alkaline) while a nonpathogenic organ- 
ism will show a red or orange color. New 
compounds (such as Acti-dione) are also 
being incorporated into special media to 
inhibit the growth of saprophytes. Since 
monilial infections can involve any site 
that fungus can involve, it is important 
in many cases to culture for Monilia to 
obviate the use of griseofulvin. Pagano- 
Levin * media can be used to differentiate 
Candida albicans from the nonpathogenic 
yeasts. In three to four days, the organ- 
isms will grow as a creamy white or 
faintly pink colony, while other species 
(nonpathogenic) grow as red colored col- 
onies. The above procedures are easily 
done in the office. 


Dose 


The dosage schedule is at present being 
studied at various centers throughout the 
country. However, for infections of the 
glabrous skin the average dose varies 
from 750 to 1000 mgm. daily, which is 
usually given as the 250 mgm. tablet four 
times daily. Some patients get quicker 
results with double this dose. This, of 
course, makes therapy extremely expen- 
sive. In children, 500 to 750 mgm. per day 
for an average fifty pound child seems to 
be adequate. In some instances the daily 


* Hartman-Leddon Co., Philadelphia, Pa. 
* E. R. Squibb & Sons, New York. 
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dose has been given all at one time. In 
other cases, improvement has continued 
after therapy has ceased. The duration 
of therapy and the question of small doses 
to prevent recurrences remains to be 
worked out. Suffice it to say that the 
ijeal schedule has yet to be determined. 


Side Effects 

The side effects reported thus far are: 

1. Headaches and abdominal distress. 
This usually disappears spontaneously 
without stopping the drug. Giving the 
whole daily dose at bedtime may prevent 
this. 

2. Fatigue. This also is relieved after 
the second week of therapy without dis- 
continuing the drug. 

3. Diarrhea. Of the mildest type. 

4. Drug eruptions. A _ morbilliform 
eruption, which developed on the seventh 
day, has been reported. This disappeared 
on stopping the drug and reappeared after 
the drug was started again. Urticaria, 
photosensitivity and a lichen planus-like 
eruption have been reported. 

5. Cytological effects. Paget and Wal- 
pole ® found that sublethal doses given in- 
travenously or intraperitoneally, produced 
an arrest of mitosis in the metaphase in 
sites of mitotic activity in the rat. They 
concluded that although these effects 
somewhat resemble the effects of colchi- 
cine in rats, at least, it seems much less 
generally toxic in doses required to pro- 
duce equivalent metaphase arrest. Blank 
and Roth,’ in bone marrow studies, found 
no significant change in karyokinetic in- 
dex in either the red or white blood cell 
series. Extensive investigation is being 
done at this time to determine if the sperm 
count is affected by the drug. At present, 
it can be said that there is no conclusive 
proof that the sperm count is affected. A 
series of cases is at present under study 
in which testicular biopsies are being done 
at certain intervals during administration 
of the drug. These are not reported as yet. 

Case Reports 

Case No. 1—P. S., white male, age 28, (Figure 
2) with chronic recurrent tinea corporis of but- 
tocks, resistant to local therapy. After one week 






Figure 2.—Case No. 1. Tinea corporis. 


Figure 2A.—Case No. 1 after one week of 
therapy. Note hyperpigmentation. 


of therapy of 500 mgm. twice daily, the area 
was pinkish, but no scaliness noted. Symptoms 
were relieved on the third day. Some pigmenta- 
tion remained on the seventh day. (Figure 2A) 
He has remained well for two months. 


Case No. 2—T. J., white male, age 35, had re- 
current tinea corporis since 1954, and received 
various topical applications with only temporary 
relief. Culture revealed Trichophyton rubrum. 
The involvement was of the groins, abdomen, and 
buttocks. On May 30, 1959, he was given 500 
mgm. of Griseofulvin, and in ten days, all lesions 
had disappeared. However, after two weeks, he 
discontinued therapy, and on July 8th, he had a 
recurrence. At no time did he have any notice- 
able effects. 


Case No. 3—R. C., Colored female, age 4. Diag- 
nosis tinea capitis. Culture showed Microsporon 
audouini. This case was absolutely recalcitrant 
to the routine therapy from December 1958, to 
June 1959. X-ray epilation was considered, but 
the knowledge that Griseofulvin would become 
available made us bide our time. In June of 
1959, Griseofulvin was started, 250 mgm, three 
times daily, (a very small dose due to the short- 
age of Griseofulvin.) In three weeks the Wood 
light examination was negative. Treatment is 
being continued at present. 


Case No. 4—J. G., white female, age 22, with 


aes 


chronic onychomycosis involving two nails of the 
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toes. She had previous removal of nails, and a 
long program of X-ray therapy, to no avail. 
After one month of therapy, one tablet four 
times daily, she reports excellent results from 
Paris, where she is vacationing. 

Case No. 5—G. A. A., white male, age 47, 
started with eruption of right side of the face 
and neck in rebruary 1959. Cultures were re- 
peatedly negative. The disease was recurrent, 
and on June 18, 1959, both culture and biopsy 
revealed the presence of fungi. This cultured 
out as Trichophyton rubrum. Within three days 
of therapy (one gram daily) the itching was re- 
lieved, and in one week, clinical improvement was 
noted. 

Case No. 6—J. S., white female, age 73, a 
known diabetic with severe tinea corporis of the 
ankle region for two years’ duration, was started 
on Griseofulvin, 250 mgm, four times daily, and 
showed marked improvement within ten days. 


Commentary 


Naturally, the future of this drug is 
uncertain. Fortunately, toxic reactions 
are minimal in therapeutic doses in man. 
However, blood counts should be done if 
the patient is under prolonged therapy. 

However effective this drug may be in 
therapy of certain mycotic diseases, there 
is no reason to believe that re-exposure 
will not cause reinfection. 

It is interesting that cultures and scrap- 
ings may remain positive throughout the 
course of therapy. Perhaps a local des- 
quamating agent should be used concur- 
rently. A dose of 500 mgm. per day may 
prevent development of clinical disease. 
How long this should be maintained re- 
mains to be determined. The immunologi- 
cal aspects, naturally, may take years to 
properly evaluate. The only gloomy 
thought in this regard is that there is a 
possibility of developing future resistant 
strains among the now susceptible organ- 
isms. Is this any reason to withhold a 
valuable drug which can help a patient 
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with long standing, disabling, and dis- 
turbing fungous diseases? The consensus 
of opinion would probably be No! 

Many patients with chronic onychomy- 
cosis characterized by foul smelling, ugly, 
piled up, necrotic nail tissue, may now 
look forward to a cure. This is true even 
though the disease may have been present 
twenty or more years. The course of 
treatment is costly, but certainly worth- 
while as long as cure is effected. On the 
other hand, suppose the onychomycosis is 
due to Monolia albicans and after three 
or four months of treatment, no change 
is noted. We would have a most unhappy 
patient, and it behoves us, as physicians, 
to avoid this state of affairs. It may be 
said that usually monilial involvement of 
the nails occurs on the proximal aspect 
with frequently associated paronchia. 

The proper use of the drug may have 
been repeated throughout this article, but 
repetition for emphasis should have spe- 
cial license in all scientific endeavors. _ 

This is truly a new era in the therapy 
of a very discouraging, recurrent and fre- 
quently disabling disease. 

Use griseofulvin properly. 
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Benign Encapsulated Neurilemmoma 


(Schwannoma) of the Brachial Plexus; 


Report of a Case 


@ A rare tumor of nerve sheath, in a young white male, is reported 


together with the surgical treatment. 


ENIGN neurilemmoma of the brachial 
plexus is a rare entity. Godwin‘ in 
reviewing the subject in 1952, reported 11 
cases. Eight cases were from the Me- 
morial Hospital and 3 others from else- 
where. Ehrlich and Martin® reported 10 
cases arising about the tissue of the head 
and neck, observed at the Memorial Hos- 
pital from 1936 to 1942. The lesion was 
first described in 1908. Ewing suggested 
the name neurilemmoma for these tumors. 
Neurilemmoma is a tumor of the ner- 
vous system arising from the schwann 
cells. It occurs as a benign or malignant 
tumor. As a benign lesion, it may occur 
as a fusiform encapsulated solid tumor 
which, as it increases in size, develops 
hemorrhagic necrosis centrally, or as a 
dumbell or hour-glass tumor related to its 
position through the intervertebral fora- 
men. 

This benign encapsulated growth may 
occur within the central or peripheral ner- 
vous system. The acoustic neuroma is an 
example of the centrally placed type. 
Parnes! reported a case involving the 
vagus nerve, as did Altany and Pickerell.” 
Pou* has recorded a similar lesion in- 
volving the facial nerve. The tumor may 
occupy any one of the following positions. 
When found centrally located, the fibrils 
of the nerve are spread out over the tu- 
mor. In the eccentric position, it is inti- 
mately attached to the nerve sheath. 
Rarely, the nerve passes through the tu- 
mor. 


Symptomatology and Diagnosis 
The symptoms of this lesion are few 
until the growth produces compression ef- 
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fects which are either sensory or motor 
or both. It is then that most of these 
tumors are discovered. When they occur 
in the posterior mediastinum or retroperi- 
toneum, symptoms are late in appearance 
because the growth is less hampered than 
when found in the peripheral nerves. 
When the lesion is found in the posterior 
lateral triangle, it must be differentiated 
from papillary carcinoma of the thyroid, 
metastatic lymph node usually from thy- 
roid cancer, or lymphadenopathy. 


Treatment 


These tumors are benign. Pack ® states 
that no malignant transformation of a 
benign encapsulated neurilemmoma has 
ever been observed, even when the capsule 
has been left behind. Because of this ob- 
servation, conservative surgical measures 
should be utilized for their removal. If 
after the exposure of the tumor, there is 
a doubt as to the benignancy of the lesion, 
it should be surrounded with wet 70 per- 
cent alcohol packs to wall off the field 
and a biopsy performed. Aspiration is 
only mentioned to discard it. 

Should the tumor be associated with a 
minor nerve, and conservative surgery be 
difficult or hazardous, the nerve may be 
sacrificed if necessary. However, in view 
of the fact that these growths are benign 
and encapsulated, it should not be diffi- 
cult, once the tumor is exposed, to incise 
the capsule in the linear direction of the 
nerve and shell the tumor out with the 
back of the scalpel handle. The capsule 
may be left behind, regardless of the rela- 
tion of the tumor to the nerve. 

Errors in the proper appreciation of the 
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pathology of this tumor have caused un- 
necessary sacrifice of valuable nerves 
with resultant paralysis and deformity. 
It should always be a part of the surgical 
technic to expose and place a tape above 
and below the tumor to demonstrate the 
relation of the nerve to tumor mass. This 
will also prevent the mistake of interpret- 
ing the tumor as papillary carcinoma of 
the thyroid or lymph node pathology. 


Case History 


L. J. D., white male, age 22, presented himself 
with a lump in the left side of his neck. It had 
been present for four years. The lump seemed to 
enlarge rapidly at first and then remained the 
same in size. About two years previously he had 
begun to have an occasional shooting pain down 
the inner side of the left arm to the elbow. Of 
late the pain had become more persistent and 
incapacitating. 

Upon examination, a lump was found in the 
posterior triangle of the left side of the neck, 
just lateral to the sternocleidomastoid muscle and 
about 1 inch above the clavicle. The exact size 
could not be made out because of the depth of 
its situation and also because manipulation 
caused severe shooting pains down the arm. 
There was no muscle atrophy of the shoulder, 
arm or forearm. There were no areas of ab- 
normal sensitivity. The tonsils were large and 
ragged. No l:mphadenopathy was present. The 
left thyroid gland was not palpable. The liver 
and spleen were not palpable. His blood pressure 
128/70. Routine laboratory tests were normal. 
X-ray of the chest was negative for pathology. 

The most likely working diagnosis was neur- 
ilemmoma, probably benign. 

Under endotracheal anesthesia, a curved in- 
cision, extending from the attachment of the 
sternocleidomastoid muscle at the clavicle up- 
wards for about 2 inches above the mid-point of 
the clavicle and then downwards to the distal 
third was made. From the mid-point, a vertical 
incision was made, extending to the level of the 
ericothyroid cartilage. The incision extended 
through the platysma muscle. The tumor pre- 
sented itself in the wound. The sternocleido- 
mastoid muscle was freed at its lateral border 
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and retracted medially, together with the internal 
jugular vein. By means of blunt dissection, the 
tumor was isolated from the adjacent tissue. 
It was fusiform in shape. From each end a large 
nerve trunk could be seen. Upon further explora- 
tion, it was found to be the anterior trunk of the 
brachial plexus. With tapes above and below 
the tumor, it was completely mobilized. A linear 
incision was made into the nerve and the capsule 
exposed. This was also incised and the tumor 
easily shelled out. The defect in the cord was 
closed with very fine interupted silk sutures. A 
small drain, which was removed in forty-eight 
hours, was placed laterally in the wound. 
Pathological Report: The gross specimen con- 
sisted of a rubbery white encapsulated nodule, 
measuring 4.0 by 2.5 by 2.0 em. The cut surface 
revealed a variegated yellow, gray and red tumor- 
like tissue. Microscopie sections of the encap- 
sulated tumor showed it to consist of fasciculae 
of spindle cells. There were extensive areas of 
hemorrhage and edema with reactive changes in 
the tumor tissue. Siderocytes were scattered in, 
the vicinity of the hemorrhage. In some areas 
the cells were hyperchromatic with large nuclei; 
however, this was attributed to the hemorrhage 
and edema within the tumor. 
Pathological Diagnosis: Neurilemmoma with be- 
nign degenerative clumps. . 
The follow-up report clinically showed the 
wound completely healed. There was an area of 
numbness over the deltoid area. Otherwise there 
Were no neuromuscular changes. The patient has 
completely recovered. 
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The Quieting Effect of Meprobamate- 


Sparine on Psychotic Patients 


@ The author reports gratifying results in the treatment of 105 psy- 
chiatric patients with Meprobamate-Sparine. 


N June 5, 1958, a six month clinical 

investigation was started in which 
105 white female inmates of Colony 2 of 
the East Louisiana State Hospital were 
treated with a combination of ataraxics.7 
The patients had been hospitalized for 
varying periods ranging from less than 
one year to as long as thirty-five years. 
Eighty-three per cent ranged in age from 
40 to 81 years; 17 per cent were 19 to 39 
years old. 

Seventy patients (about 67 per cent) 
had schizophrenia. The mental disorders 
of the others included manic-depressive, 
involutional and senile psychosis, psycho- 
neurosis, chronic brain syndrome, and 
mental deficiency. (Table 1.) 

Although various psychotic symptoms 
responsible for ward disturbances were 
present in many cases, the most trouble- 
some feature of the whole group was 
noisy behavior at night. Since the chief 
purpose of this study was to find a mild 
compound or combination of agents ca- 
pable of quieting psychotic patients suf- 
ficiently to permit sleep, all subjects in 
the series were selected for their overac- 
tivity, overtalkativeness and general nois- 
iness. 

The medication used, a combination of 
200 mg. meprobamate with 25 mg. pro- 
mazine in capsule form, was chosen be- 
cause of the dual action and relative mild- 
ness of the mixture, and the probable 
rarity of side effects.':* In selecting this 
combination, it was believed that the in- 

* From East Louisiana State Hospital, Jack- 
son, Louisiana. 

+ Prozine (Trademark) Capsules (200 mg. 
Meprobamate with 25 mg. Promazine), available 
from Wyeth Laboratories. 


MARIE KERSHAW FRAIN, M. D.* 
Jackson, Louisiana 


TABLE 1 
DIAGNOSIS AND CLINICAL RESPONSE OF 105 FEMALE 
PSYCHOTIC PATIENTS TREATED WITH 
MEPROBAMATE-PROMAZINE 








Control of Noise and Restlessness 
Good to 





Diagnosis Excellent Satisfactory None 
Schizophrenia, 

undifferentiated 4 14 - 

paranoid 12 11 4 

hebephrenic 5 5 3 

catatonic 6 5 1 
Mental deficiency 4 9 1 
Manic-depressive 

psychosis 4 2 “ 
Involutional psychosis 2 2 - 
Senile psychosis 1 - - 
Chronic brain 

syndrome 2 1 
Psychoneurosis — 3 ~ 

42 53 10 
— —" 
95 
(90%) (10%) 








fluence of two distinct pharmacological 
properties would be obtained to alter the 
behavior pattern:!* (1) Relaxation and 
quieting of overwrought emotions. This 
was expected from the action of meproba- 
mate in the thalamic area. (2) Suppres- 
sion of disorders of the intellectual con- 
tent. Such result was anticipated from the 
blocking activity of promazine on de- 
ranged ideational impulses (hallucina- 
tions, delusions, fears). This is believed to 
occur mainly in the hypothalamic region. 
Thus, it is said,’ disturbances of men- 
tality may be subdued and motor excite- 
ment controlled. 


Dose 


The minimum dose consisted of 1 cap- 
sule three times daily; the maximum 
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never exceeded 3 capsules three times a 
day. The combination was administered 
orally; no auxiliary medication was used. 
Behavior was assessed weekly for the first 
four weeks, then bi-weekly thereafter. In 
addition, a mental examination was given 
to each patient at the end of the study. 
On the basis of the combined results of 
these studies, the patient’s response was 
considered excellent if her degree of trac- 
tability, personal neatness, cooperative- 
ness, and willingness to participate in the 
hospital program had reached the maxi- 
mum to be expected for her condition, and 
no change in medication was contem- 
plated. The patients whose response was 
considered good were all chronically de- 
teriorated, but had become more manage- 
able under the medication and performed 
their ward duties better than formerly. 


Results 

Use of the combination over a half 
year’s time was amply justified. Mepro- 
bamate-promazine capsules proved partic- 
ularly suitable for maintenance of quiet 
and manageability in the psychotic or 
psychoneurotic patient after the disturbed 
behavior had been controlled initially by 
parenteral medication. Of the series of 
105, 95 patients (or 90 per cent) showed 
improvement in conduct as reflected in 
quieter sleep at night, and less noise and 
restlessness and greater cooperation dur- 
ing the waking hours. (Table 1.) Five of 
the patients who had shown excellent 
progress were later furloughed. 

Of the 10 patients who showed no im- 
provement, 8 were schizophrenics in the 
60 to 74 year age group; of the other 2, 
1 was a 40 year old deteriorated alcoholic 
who had a chronic brain syndrome, and 
1 was a 45 year old mental defective with- 
out psychosis. 

Three per cent were later transferred 
from the research ward for reasons unre- 
lated to the project (e.g., treatment of 
hypertension or electroshock therapy). 


Side Effects 


It was encouraging to find that no evi- 
dence of morning depression or motor re- 
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tardation resulted from the medication. 
There was no undesirable reduction in 
blood pressure after ingestion of the dose, 
no salivary disturbance and no gastroin- 
testinal upset. No jaundice occurred at 
any time throughout the six month study. 

Dermatitis developed in 3 patients. In 
2 of these a mild blush appeared over the 
chest one and two days, respectively, after 
start of medication with 3 capsules daily. 
The rash disappeared promptly in both 
cases during a two day interruption of 
treatment, and did not recur on reinstitu- 
tion of therapy. 

In the third patient, medication was be- 
gun on June 5, 1958, with 1 capsule three 
times a day. Because of her continued 
restlessness, the dose was increased, on 
August 27, to 2 capsules three times daily. 
Erythema and pruritus appeared about a 
month later, on September 29, became se- 
vere and involved face, neck, trunk, arms, 
legs and vulva. The patient scratched in- 
cessantly. On cessation of the medication 
the skin symptoms disappeared but re- 
curred immediately when the daily dose of 
6 capsules was resumed. Thus cutaneous 
evidences of sensitization did not develop 
until the patient had been urider medica- 
tion for three months and twenty-four 
days. 

Since no delayed cutaneous symptoms 
have been reported from either meproba- 
mate or promazine alone, it is surmised 
that the reaction described must have 
been either a specific side effect of the 
combination per se, or an indication that 
the patient, unknown to the physician, 
had been ingesting some material to which 
she was allergic. Investigation of the re- 
sponse of this patient is continuing and 
treatment with the meprobamate-proma- 
zine capsules has been reinstated. To the 
date of this report (March, 1959) she has 
experienced no similar reactions. Since 
the rash did not develop for nearly four 
months after medication was initiated, it 
will be necessary to persist with the treat- 
ment for at least an additional three and 
one-half months to determine whether the 
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combination itself was the true source of 
the symptoms. 


Summary 

' The meprobamate-promazine combina- 
tion is safe and mild; and is useful for 
eliminating restlessness, overactivity and 
noisy behavior, particularly at night, in 
psychotic patients. The compound does 
not, however, control agitation in the 
acute episode. In this series, 90 per cent 
of 105 psychotics were quieted by doses 
ranging from 3 to 9 capsules daily. Medi- 
cation was continued for six months. 


No side effects were observed except 
dermatitis. Cutaneous evidences of sensi- 
tization occurred only with the larger 
doses. In 2 per cent such symptoms were 
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transient and did not recur after tempo- 
rary cessation of the dose. In 1 per cent 
persistent erythema and pruritus devel- 
oped after three months and twenty-four 
days of treatment. 
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University of Louisiana 


In accordance with the provisions of the New Constitution, adopted by the State 
Convention in 1845, the Legislature at its last session passed a law for the establish- 
ment of a State University, with the above title, to be located in the city of New 
Orleans. It is to have four Departments—Law, Medicine, Theology, and General Liter- 
ature and Science. Two of these Departments, viz: Law and Medicine have already 
been organized, and will proceed with their respective duties next fall. The late 
Medical College of Louisiana has been merged into the Medical Department of this 
University and its Professors will fill its different chairs. * * * The late Medical Hall 
is destined for the Law School, and a much larger building adjoining is being erected 
for the Medical School. The Literary Department has not yet been organized. The 
buildings are all to be on the Capitol Square. * * * The late class of the Medical 
College numbered 166; of whom 27 graduated at the close of the term. The prospects 
of this Institution are certainly very flattering. 





New Orleans M. & S. J. 4:147 (July) 1847. 
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Editorial 


We Should Oppose 
“The Health for Peace Act” (S. J. Res. 41) 


The United States has just closed its 
fiscal year with $12 billion deficit, the 
greatest in peacetime history. Congress 
has just authorized the continuation of 
the foreign aid program which will mean 
the spending of another $3.5 billion. In 
addition to this, the American taxpayer 
is being invited to carry a further and 
dangerous tax burden. The Eighty-sixth 
Congress has before it S. J. Res. 41. Its 
title is “The International Health and 
Medical Research Act of 1959” or “The 
Health for Peace Act.” It is another ex- 
ample of profligate spending. 

The bill is now before the House Inter- 
state and Foreign Commerce Committee, 
of which Oren Harris of Arkansas is 
chairman. The purpose of the joint reso- 
lution is to provide $50 million a year: 

To encourage and support on an inter- 
national basis studies, investigations, ex- 
periments, and research, including the 
conduct and planning thereof, relating to: 

(A) The causes, diagnosis, treatment, 
control, and prevention of physical and 
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mental diseases and other killing and 
crippling impairments of man. 

(B) The rehabilitation of the physic- 
ally handicapped, including the develop- 
ment and use of appliances for the miti- 
gation of the handicaps of such individ- 
uals. 

(C) The origin, nature, and solution 
of health problems not identifiable in 
terms of disease entities. 

(D) Broad fields of science, including 
the natural and social sciences, important 
to or underlying disease and health prob- 
lems. 

It is obvious that such a plan is broad 
enough to cover practically everything in 
the whole field of medicine and its re- 
lated activities. It would open the way 
for governments around the world to en- 
gage in various sorts of medical activities 
at the expense of the American taxpayer, 
even to the extent of promoting state 
medicine in those areas. It is evident 
from such wording that the initial author- 
ization of $50 million a year would just 
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be a starter; that the provisions of the 
bill give the United States a strong thrust 
into international health activities in so- 
cialist countries. Our taxpayers would 
finance a variety of interesting, lucrative, 
and intriguing medical projects around 
the world where governments are per- 
fectly capable of doing the same thing 
themselves. 

The bill would strengthen the inter- 
locking directorships among our federal 
health agencies, and the international so- 
cialist agencies, such as the International 
Labor Organization and the World Health 
Organization. 

Physicians as a group are not familiar 
with the involved processes by which we, 
as a nation, are being drawn into the field 
of Socialism. Our political leaders man- 
euvered us into the United Nations. This 
was not our first mistake, but an impor- 
tant one. 

In due course, the United States Gov- 
ernment accepted association with two 
Socialist organizations, when we ratified 
the International Labor Organization and 
the World Health Organization constitu- 
tions. Each time we abrogated certain of 
our constitutional rights and weakened 
ourselves by each action. 


The World Health Organization, by vir- 
tue of its being a creature of the United 
Nations, receives 37 per cent of its $13.5 
million budget from the American tax- 
payer. As a nation we are pledged to 
supply whatever amount the World Health 
Organization Assembly exacts from us. 
Further official connection between our 
government and WHO is provided in the 
Mutual Security Acts of 1948 and 1958, 
(Public Laws 95 and 477). The WHO is 
strongly supporting “The Health for 
Peace Act” since the preamble of the bill 
commits the United States to cooperate 
with and support the endeavors of vari- 
ous United Nations’ agencies, including 
WHO and United Nations Children’s 
Fund. 


Many individuals who are active in 


WHO are known to have been supporting 
the campaign to establish socialized medi- 
cine in this country, in the past fifteen 
years. 

Any measure which would promote sci- 
ence and relieve human suffering has a 
strong emotional appeal, regardless of 
whether its provisions are rational or 
within the possibility of practical appli- 
cation. This applies in both respects to 
the “Health for Peace Act.” This bill, 
however, is unnecessary. The WHO is 
already spending some $5 million of our 
dollars a year on international health 
projects. The National Institutes of 
Health, in 1958, spent on international 
research another $3.6 million. 

After ten years of foreign economic aid 
and $41 billion, the taxpayers and policy 
makers of the government should take 
stock and see what they have accomp- 
lished beside the promotion of envy and 
jealousy, and the proposal to change the 
name of Uncle Sam to Uncle Sap. 

If this bill is enacted into law, it will 
run the risk of becoming a part of for- 
eign policy, with the result that the ap- 
propriations will snowball into billions— 
money which will be used more for so- 
cialistic projects and the promotion of 
state medicine than for constructive re- 
search in the science of medicine. 

The era of profligate spending by our 
government has led to deficit spending 
and borrowing. This in turn is pushing 
us towards inflation or towards its only 
alternative, which is financial panic. 

In summary, this bill “Health For Peace 
Act” would have the effect of throwing 
American medicine into the international 
arena of socialist endeavors, of spending 
the taxpayer’s money needlessly in a field 
where it is now being used in sufficient 
amount, and of increasing already vicious 
inflation. It will benefit the taxpayer and 
American medicine not one bit! As citi- 
zens and physicians we should oppose it. 


~ Challenge to Socialism, Vol. 13; Nos. 18, 19, 
and 21. 
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ORGANIZATION SECTION | 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


STANDING COMMITTEES 
1959 - 1960 
BUDGET AND FINANCE 

E. L. Leckert, M.D., Chairman; Emmett L. Irwin 
M. D.; both of New Orleans; Ralph H. Riggs, M.D., 
Shreveport 

COMMITTEES 

KE. L. Leckert, M. D., Chairman; J. Kelly Stone, M. D.; 
both of New Orleans; Rhett G. MeMahon, M.D., Baton 
Rouge. 

CONGRESSIONAL MATTERS 

¢. J. Brown, M. D., Chairman; B. O. Morrison, M. D.; 
both of New Orleans; W. A. Ellender, M.D., Houma; 
J. E. Knighton, M.D., Shreveport; Marvin T. Green, 
M. D., Ruston; Jos. A. Sabatier, Jr., M. D., Baton Rouge; 
Thomas H. DeLaureal, M. D., Lake Charles; R. E. Cc 
Miller, M.D., Alexandria. 

JOURNAL 

E. L. Leckert, M.D., New Orleans, Chairman; C. M 
Horton, M.D., Franklin, Vice-Chairman; Sam Hobson, 
M.D., New Orleans, Secretary; J. E. Knighton, M.D 
Shreveport; Edwin H. Lawson, M. D., New Orleans 


MATERNAL WELFARE 

Julius H. Mullins, M.D., Chairman; Leo Abraham, 
M. D., James C. Atkinson, M. D., Henry K. Miller, M. D 
Melvin Schudmak, M.D.; all of Baton Rouge; A. © 
Touchy, M.D., Metairie; Julius T. Davis, Jr., M.D., 
Philip Krupp, M. D., Edward W. Nelson, M. D.; all of 
New Orleans; Joe D. Talbot, M.D., L. S. Robinson, Jr., 
M. D.; both of Shreveport; R. W. Worden, M. D., Lake 
Charles; Rodney G. Masterson, M.D., Alexandria 


MEDICAL DEFENSE 
Cc. B. Erickson, M. D., Shreveport, Chairman; J. Kelly 
Stone, M.D., New Orleans: W A Ellender, M.D. 
Houma 
MEDICAL EDUCATION 
Edwin H, Lawson, M.D., Chairman; B. J. DeLaureal 
M.D., P. H. Jones, M. D.; all of New Orleans 


MEDICAL TESTIMONY 
A. N. Houston, M. D., New Orleans, Chairman; H. 8S 
Coon, M.D., Monroe; Charles MeVea, M.D., Baton 
Rouge; J. Y. Garber, M.D., Lake Charles; H. Ashton 
Thomas, M. D., New Orleans. 


PUBLIC POLICY AND LEGISLATION 

Jos. A. Sabatier, Jr.. M.D., Baton Rouge, Chairman; 
Kk. L. Zander, M. D., New Orleans; J. BE. Clayton, M. D., 
Norco; Leo J. Kerne, M.D., Thibodaux; C. E. Boyd, 
M.D., Shreveport; Henson S. Coon, M.D., Monroe; 
H. W. Richmond, M. D., Oakdale; F. P. Bordelon, M. D., 
Marksville. 

SCIENTIFIC WORK 

C. Grenes Cole, M. D., Chairman; Sam Hobson, M. D.; 
both of New Orleans; M. D. Hargrove, M.vD., Shreve 
port. 


COUNCIL ON MEDICAL SERVICE AND 
PUBLIC RELATIONS 

Richard L. Buck, M.D., Chairman; J. Theo Brierre 
M.D., Vice-Chairman; Dan D. Baker, M. D.; all of New 
Orleans; I. W. Gajan, M.D., New Iberia; H. Whitney 
3oggs, M. D., Shreveport; Felix J. Willey, M.D., Mon 
roe; Jos. A. Sabatier, Jr.. M. D., Baton Rouge; Thomas 
H. DeLaureal, M.D., Lake Charles; John A. Worley, 
M. D., Alexandria. 
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EXECUTIVE COMMITTEE 

W. Robyn Hardy, M.D., New Orleans — President 

U. B. Owens, M. Db., Alexandria— President-elect 

William CC. Rivenbark, M.D, New Orleans First 
Vice-President 

P. L. MeCreary, M.D Lake Charles—Second Vice 
President 

A. N. Houston, M. D., New Orleans— Third Vice- Presi 
dent 

Arthur D. Long, M. D., Baton Rouge—Past President 

Charles B. Odom, M.D, New Orleans Chairman 
House of Delegates. 

H. H. Hardy, Jr., M.D., Alexandria— Vice-Chairman, 
House of Delegates 

(. Grenes Cole, M.D)... New Orleans Secretary Trea 
surer. 

Felix A. Planche, M.D... New Orleans 
First Congressional District 


Councilor 


J. E. Clayton, M.D), Noreo—Councilor, Second Con 
gressional District 

Guy R. Jones, M.D... Lockport—Councilor, Third Con 
gressional District 

(. E. Boyd, M.D... Shreveport—Councilor, Fourth Con 
gressional District 

Henson S. Coon, M. D., Monroe—Councilor, Fitth Con 
vressional District - 

John L. Beven, M.D... Baton Rouge—Councilor, Sixth 
Congressional District 

J. Y. Garber, M.D., Lake Charles—-Councilor, Seventh 
Congressional District 

R. E. C. Miller, M.D., Alexandria—-Councilor, Eighth 
Congressional District 


SPECIAL COMMITTEES 
1959 - 1960 
ACCREDITATION OF HOSPITALS 
Walter F. Becker, M.D, New Orleans, Chairman; 
H. H. Hardy, Jr. M.D... Alexandria; J. W. Cummins, 
M.D... Monroe 
AID TO INDIGENT MEMBERS 
Rhodes J Spedale, M.D... Plaquemine, Chairman; 
(, O. Frederick, M.D... Lake Charles; Charles L. Saint, 
M.b., Elizabeth; Thomas Latiolais, M.D., Lafayette; 
KF. A. DeJdJean, M.D... Baton Rouge: Morgan W. Mat 
thews, M.D... Shreveport; Saul FF. Landry, Jr, M.D., 
Houma 
ALCOHOLISM 

B. C. Garrett, M. D., Shreveport, Chairman; Harry Q. 
Gahagan, M.D... Db. H. Texada, Jr., M. D.: both of Alex 
andria. 

AMERICAN MEDICAL EDUCATION FOUNDATION 
«. J. Tripoli, M.D., Chairman: W. W. Frye, M. D., 
M. E. Lapham, M.D... Max Puailet, M.D.; all of New 
Orleans; P. L. MeCreary, M.D., Lake Charles; Ralph 
H. Riggs, M. D., Shreveport; Doyle R. Hamilton, Jr 
M.D., Monroe; Marvin T. Green, M.D... Ruston; ©. B 
Owens, M.D., Alexandria: S. FE. Ellender, M.D., Hou 
ma; J. Webb McGehee, Jr., M. D., Baton Rouge. 


BLOOD BANKS 
Ralph M. Hartwell, M.D., Chairman; J. W. Daven 
port, Jr., M.D., George H. Hauser, M.D.; all of New 
Orleans; John L. Beven, M.D., Baton Rouge 


CANCER (COMMISSION) 
Ambrose H. Storck, M.D... New Orleans, Chairman; 
W. R. Mathews, M. D., Shreveport, Vice-Chairman; E. H 


Countiss, M.D New Orleans, Secretary: Howard R. 
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Mahorner, M.D., New Orleans; E. P. Breaux, M.D., 
Lafayette; Henry E,. Guerriero, M.D., Monroe; Cary 
Dougherty, M. b., Baton Rouge; J. G. BE. Barham, M. D., 
Lake Charles; B. H. Texada, M. D., Alexandria 





CHILD HEALTH 
‘Sims Chapman, M.D, Chairman; Edwin <A. Socola, 
M.D... Jos. F. Craven, M.D.; all of New Orleans; 
Eleanor Cook, M.D., Janie Topp, M.1D.; both of Lake 
Charles; Clarence H. Webb, M. D., Shreveport 


CHRONIC DISEASES 
A. A. Massony, M.D)... Westwego, Chairman; ¢ H 
Mosely, Jr, M.D., Baton Rouge; Osear W. Bethea, 
M.D New Orleans: Jolin V. Hendrick, M. 1)... Shreve 
port: B. M, Woodard, M. D., Lake Charles 
DEPARTMENT OF PUBLIC WELFARE 
‘ (Advisory Comunittee) 
H. H. Hardy, Jr., M.b., Alexandria, Chairman 


DIABETES 
Daniel W. Hayes, M.D., Chairman; Frederick A 
Eigenbrod, M.D.; both of New Orleans; A. A. Herold, 
Jr., M.D., Shreveport; David Buttross, Jr., M. D., Lake 
Charles; John W. Deming, M.D., Alexandria; Douglas 
L. Gordon, M.D Suton Rouge; (. A Ulrich, M.D, 
Monroe; Mims Mitchell, Jr., M. D., Lafayette 


DOMICILE 

E. L. Leekert, M.b., Chairman; L. Sidney Charbon 
net, Jt M.1).: both of New Orleans: George Wright 
Jr.. M.D, Monroe; N. T. Simmonds, M.D... Alexandria 

FEDERAL MEDICAL SERVICES 

1. W. Gajan, M.D... Chairman, New Iberia; Paseal L 
Danna, M.D... New Orleans; F P. Bordelon, M.D., 
Marksville; A. J. Oehsner, Il, M.D., Alexandria; O. L 
Tugwell, M.D, Bastrop 


GAMMA GLOBULIN AND SALK VACCINE 
P. H. Jones, M.v., Chairman; C. Grenes Cole, M. D.; 
both of New Orleans; R. J. Spedale, M. D., Plaquemine; 
L 


Max M. Miller, M. D., ake Charles 


GERIATRICS 
Robert E. Gillaspie, M.bD., Chairman; H. Ashton 
rhomas, M.D.; M. E. St. Martin, M. 1); all of New 


Orleans; Leo J. Kerne, M.D Thibodaux; Paul D 
Abramson, M. D)., Shreveport: C. T. Yancey, M.D, Mon 
ree; Frank Jones, M.D., Baton Rouge: J. Y. Garber, 


M.b., Lake Charles; F. P. Bordelon, M.D... Marksville 


HISTORIAN 
Pr. H. Jones, M.D., Chairman, Edwin H. Lawson, 
M.D., C. Grenes Cole, M.D.:; all of New Orleans 


HOSPITALS 
Walter Moss, M.D., Lake Charles, Chairman; Ed 


mond Mickal, M. D., New Orleans; J. Webb McGehee, 


M.D., Jos. J. Noto, M.D.; both of Baton Rouge; K. B 
Jones, M. D., Shreveport; S. J. Rozas, M. D., Opelousas 


INDUSTRIAL HEALTH 


M. I. Paine, Jr, M.D... Chairman; J. Morgan Lyons, 


M.D., Richard A. Faust, M.D.; all of New Orleans; 
Felix soizelle, M.D, Myron A. Walker, M.D, Roy 
«. A. Bock, M.D.; all of Baton Rouge; Carroll F 
Gelbke, M. D., Gretna 

INSURANCE 
J. Morgan Lyons, M.D., Chairman; G. M. Morlier 
M.D., CC. F. Bellone, M.D Hugh T. Beacham, M. D., 
W. R. Brewster, M. D.; all of New Orleans; J. L. Beven 
M.D., Baton Rouge; J. T. Willis, M.D., Alexandria; 
F. P. Bordelon, M.D., Marksville. 


LECTURES FOR COLORED PHYSICIANS 


M. L. Michel, M.D)... New Orleans, Chairman; Luke 


Marcello, M. D., DeRidder 


LIAISON WITH LOUISIANA HOSPITAL AND 
NURSES’ ASSOCIATIONS 


H. W. Richmond, M. D., Oakdale; E. L. Zander. M. D., 


New Orleans 


LIAISON WITH LOUISIANA STATE NURSES’ 
ASSOCIATION 
C. W. Mattingly, M.D., Chairman; Philip B. Johnson, 
M.1).; both of New Orleans: Rodney G. Masterson, 
M.D., Alexandria; Clifton T. Morris, M. D., Suton 
Rouge; E. L. Leckert, M.D, New Orleans: Frank P 
Rizzo, M.1)., Monroe. 


LIAISON—PUBLIC POLICY & LEGISLATION AND 
CONGRESSIONAL COMMITTEES 
H. W. Richmond, M.D., Oakdale; B. O. Morrison, 
M.L.,. New Orleans 


LOUISIANA ORGANIZATIONS FOR STATE 
LEGISLATION 
Daniel J. Fourrier, M.D., Chairman; J. C. Stovall, 
M.D., Gordon W. Peek, M.D., Jos. A. Sabatier, Jr 
M.D... Arthur }. Long, M. bD.; all of Baton Rouge; Leo 
J. Kerne, M.D... Thibodaux; B Ek. Trichel, M.D., 
Shreveport; J. F. Gladney, M.D... Homer; H. W. Rich 
mond, M.D., Oakdale; J. T. Willis, M.D, Alexandria; 
Robyn Hardy, M.D., ©. Grenes Cole, M.D.:; both of 
New Orleans. 
MEDIATION 
Nicholas J, Chetta, M. D., Chairman; Eugene B. Vick 
ery, M.D., Richard L. Buek, M. Tp), A. V. Friedrichs 
M. D.; all of New Orleans 


MEDICAL AND HOSPITAL SERVICES IN RE 
INSURANCE CONTRACTS 

A. J. Ochsner, Il, M.D, Alexandria, Chairman; Rhett 
G. MeMahon, M. D., Baton Rouge: Jerome J. Romagosa, 
M.D., Lafayette; Ralph M. Hartwell, M.D. P. H 
Jones, M.D.; both of New Orleans; Pau: D. Abramson, 
M.D., Shreveport: W. Robyn Hardy, M.D, ©. Grenes 
Cole, M.D.: both of New Orleans. 


MENTAL HEALTH 
A. L. Seale, M.D... Pineville, Chairman; Robert 
Lancaster, M.D... Justillien H. Foret, M. D.; both of 
New Orleans. 


NATIONAL EMERGENCY MEDICAL SERVICE 
(CIVIL DEFENSE) 

Moss M. Bannerman, M. 1), Chairman; C. H. Mosely, 
Jr, M.D; both of Baton Rouge: W. A. Ellender, M. D., 
Houma; J. A. Hendrick, Jr, M.D. Shreveport: James 
L. Lenoir, M.D, EB. J. Joubert, Jr. M.D: both of New 
Orleans; S. PF. Fraser, M.D, Many: FE. P. Breaux, Jr., 
M. 1).,. Lafayette; F.C. Shute, MoD), Opelousas; HL. H 
Hardy, Jr. M.D, Alexandria: George W. Wright, Jr.. 
M.D... Monroe. 


NEUROPSYCHIATRIC SERVICE AT CHARITY 
HOSPITALS 
PP. H. Jones, M.D... Chairman: John W. Biek, Jr. 
M.bD.; both of New Orleans; E. M. Robards. M.D. 
Jackson; Arthur L, Seale, M.D., Pineville 


NOMINATIONS 
(Committees to be Elected at 1960 Annual Meeting) 
Kk. L. Leckert, M. D., Chairman; J. Kelly Stone, M. D.: 
both of New Orleans; Ralph H. Riggs, M.D., Shreve 
port 


PUBLIC HEALTH OF THE S'TATE OF LOUISIANA 

W. J. Rein, M.D... Chairman; B. J. DeLaureal, M. D.., 
W. P. Gardiner, M. D.; all of New Orleans; Nelson Clay 
sSoudreaux, M.D... Jeanerette; Guillermo Vasquez, M. D., 
Lake Charles; K. M. Lyons, M.D., Sulphur; Leo J 
Kerne, M.D... Thibodaux 


REVISION OF CHARTER 
CONSTITUTION AND BY-LAWS 
REVISION OF CHARTER, Constitution and By-Laws 
A. V. Friedrichs, M.D... Chairman; C. Grenes Cole, 
M.D.; both of New Orleans: Arthur D. Long, M. D., 

Baton Rouge 
RURAL AND URBAN HEALTH 
J. P. Sanders, M.D... Shreveport, Chairman: Guy R 
Jones, M. D., Lockport; Philip L. Cenac, M. D., Houma; 
M. (. Wiginton, M. D., Hammond; R. R. Howard, M. D., 
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Slidell; F. P. Bordelon, 


NEWS 


M. b)., Marksville: Saul Landry, Wright, M.D). Monroe: T. A. Kimbrough, M.D La 
M.b., Houma; Lewis |. Post, Mob... Gretna fayette; B. EL Trichel, M.D). Shreveport 
STATE HOSPITAL POLICIES ANID MEDICAL WOMAN'S AUXILIARY (Advisory) 
INDIGENCY Kk. L. Leekert, M.D... Chairman; BE. H. Countiss, M. b.. 
P. H. Jones, M.D, Chairman: Sam Hobson, M. D., (. Grenes Cole, M.D all of New Orleans Arthur Db 
kk. L. Zander, M.D all of New Orleans: George W Long, Baton Rouge 
MEDICAL NEWS SECTION: 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
Society Date Place 
Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 
every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon 


THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 

The twenty-third annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 7-10, 1960, headquarters at the Roose- 
velt Hotel. Listed chairmen 
vice-chairmen of the various sections which 
be represented: 


and 
will 


below are the 


SECTION ON ANESTHESIOLOGY 


Dr. John Adriani, Chairman 
Dr. George B. Grant, Vice-chairman 
SECTION ON DERMATOLOGY 
Dr. Vineent J. Derbes, Chairman 
Di. V. Medd Henington, Vice-chairman 
SECTION ON GASTROENTEROLOGY 
Dr. Murrel H. Kaplan, Chairman 
Dr. Benjamin O. Morrison, Vice-chairman 
SECTION ON GENERAL PRACTICE 
Dr. Rafael C. Sanchez, Chairman 
Dr. Edmond L. Faust, Vice-chairman 
SECTION ON GYNECOLOGY 
Dr. Eugene H. Countiss, Chairman 
Dr. Jason H. Collins, Vice-chairman 
SECTION ON INTERNAL MEDICINE 
Dr. George E. Burch, Chairman 
Dr. Sam Hobson, Vice-chairman 
SECTION ON NEUROSURGERY 
Dr. Dean H. Echols, Chairman 
Dr. Howard H. Karr, Vice-chairman 
SECTION ON OBSTETRICS 
Dr. Isidore Dyer, Chairman 
Dr. Harry Meyer, Vice-chairman 
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First Thursday of every month 


SECTION ON OPHTHALMOLOGY 


Dr. William M. Boles, Chairman 
Dr. Albert F. W. Habeeb, Vice-chairman 
SECTION ON ORTHOPEDIO SURGERY 

Dr. Daniel C. Riordan, Chairman 

Dr. Harry D. Morris, Vice-chairman 
SECTION ON PATHOLOGY 

Dr. George Hauser, Chairman 

Dr. William H. Harris, Jr., Vice-chairman 
SECTION ON PEDIATRICS 

Dr. Emile Naef, Chairman 

Dr. Julian Graubarth, Vice-chairman 
SECTION ON PROC TOLOGY 

Dr. Warren H. Hebert, Chairman 

Dr. Patrick H. Hanley, Vice-chairman 
SECTION ON RADIOLOGY 

Dr. Louis J. Bristow, Jr., Chairman 

Dr. Joe V. Hopkins, Jr., Vice-chairman 

SECTION ON SURGERY 
Dr. Oscar Creech, Jr., Chairman 
Dr. I. W. Kaplan, Vice-chairman 
SECTION ON UROLOGY 
Dr. W. E. Kittredge, Chairman 
Dr. John G. Menville, Vice-chairman 


DERMATOPATHOLOGY SEMINAR 
The University of Texas Postgraduate School 
of Medicine will present a seminar on Dermato- 
pathology from 9:00 to 12:00 noon and 1:30 to 
5:00 P.M. on November 12, 1959, in the Audi- 
torium of The University of Texas M. D. Ander- 
son Hospital and Tumor Institute. This seminar 
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is designed for pathologists and dermatologists 
interested in the histopathologic changes of var- 
ious skin disorders. It will be built around sets 
of slides which will be mailed to the participants 
in advance for individual study and diagnosis. 
Dr. Elson B. Helwig and Dr. J. Leslie Smith will 
act as moderators for the presentation of the 
cases and the discussion. The cases will include 
non-neoplastic as well as neoplastic entities. 

The seminar will be restricted to 100 partici- 
pants and registration will be closed October i2, 
1959. 

Although not a part of the Fourth Annual 
Clinical Conference scheduled for November 13 
dnd 14, 1959, this seminar has been scheduled 
to immediately precede the Clinical Symposium 
because of the areas of overlapping interest. 

For further details, write the Office of the 
Dean, The University of Texas Postgraduate 
School of Medicine, 410 Jesse Jones Library 
Building, Texas Medical Center, Houston 25, 
Texas. 


DIABETES ASSOCIATION OF LOUISIANA 


At a meeting held in New Orleans in May, 
1959, the following officers were elected by the 
Diabetes Association of Louisiana: Dr. Frank 
Pickell, Baton Rouge, President; Dr. Daniel W. 
Hayes, New Orleans, Vice-President; Dr. A. A. 
Herold, Jr., Shreveport, Secretary; Dr. A. A. 
Herold, Sr., Shreveport, Treasurer. 


SILVER ANNIVERSARY MEETING 


The 25th Annual Meeting of the American 
College of Chest Physicians was held at the 
Ambassador Hotel, Atlantic City, June 3-7, 1959. 
More than 1800 physicians and guests attended 
the meeting. Fellowship certificates were pre- 
sented to 210 physicians at the Convocation on 
Thursday, June 4. Honorary Fellowships were 
awarded to Dr. Harold S. Diehl, New York City, 
and to Mr. Murray Kornfeld, Founder and Ex- 
ecutive Director of the College. Masterships 
were conferred upon eleven past-presidents of 
the College. 

The 1959 College Medal was awarded on June 
6 to Mr. Murray Kornfeld for having founded 
the American College of Chest Physicians and 
for having developed the College into a world- 
wide medical society—for having founded and 
developed the journal, DISEASES OF THE 
CHEST, and for having devoted 32 years of his 
life as a leader in furthering the specialty of 
diseases of the chest. This was the first time 
the College Medal had been awarded to a lay 
person. 

The following officers of the American Col- 
lege of Chest Physicians were elected for the 
year 1959-1960: 

President, Seymour M. Farber, San Francisco, 
California. 


President-Elect, M. J. Flipse, Miami, Florida. 

First Vice-President, Hollis E. Johnson, Nash- 
ville, Tennessee. 

Second Vice-President, John F. Briggs, St. 
Paul, Minnesota. 

Treasurer, Charles K. Petter, Waukegan, IIli- 
nois. 

Assistant Treasurer, Albert H. Andrews, Chi- 
cago, Illinois. 

Chairman, Board of Regents, Arthur M. Ol- 
sen, Rochester, Minnesota. 

Vice-Chairman, Board of Regents, Irving Will- 
ner, Newark, New Jersey. 

Historian, Carl C. Aven, Atlanta, Georgia. 

The following physicians from Louisiana re- 
ceived their certificates of Fellowship in the 
College at the Convocation on June 4: Harold 
P. Chastant, Lafayette; Donald R. McCurley, 
New Orleans; John H. Signorelli, New Orleans; 
John A. Worley, Alexandria. 


CANCER RESEARCH SYMPOSIUM 
THE FOURTEENTH ANNUAL SYMPOSIUM 
on 
FUNDAMENTAL CANCER RESEARCH 
“Cell Physiology of Neoplasia” 

Will be held 
Feb. 25, 26, 27, 1960 
at 
The University of Texas 
M. D. Anderson Hospital and Tumor Institute 


THE VAN METER PRIZE AWARD FOR 1960 


The American Goiter Association again offers 
the Van Meter Prize Award of $300.00 to the 
essayist submitting the best manuscript of origi- 
nal and unpublished work concerning “‘Goiter— 
especially its basic cause’. The studies so sub- 
mitted may relate to any aspect of the thyroid 
gland in all of its functions in health and dis- 
ease. The Award will be made at the Fourth 
International Goiter Conference in London, Eng- 
land, July 5-9, 1960, where a place on the pro- 
gram will be reserved for the winning essayist 
if he can attend the meeting. For 1960, the 
recipient of the Award will receive consideration 
for an award of a travel honorarium. 

The competing essays may cover either clini- 
cal or research investigations, should not exceed 
3,000 words in length and must be presented in 
English. Duplicate typewritten copies, double 
spaced, should be sent to the Secretary, Dr. 
John C. McClintock, 149% Washington Avenue, 
Albany 10, New York, not later than January 
1, 1960. The committee who will review the 
manuscripts is composed of men well qualified 
to judge the merits of the competing essays. 


TEST OUTLINED TO DISCOVER 
METABOLISM DEFICIENCY 
A new method has been found to detect dur- 
ing infancy a metabolism deficiency which is 
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known to be a contributing factor in certain 
mental illnesses. 

According to Dr. Gerhard Nellhaus, the new 
procedure involves the use of a tiny paper strip 
to test urine samples of infants during the first 
months of life. Such tests will indicate the pres- 
ence of a metabolism deficiency known as 
phenylketonuria. 

The defect is a heriditary deficiency of an 
essential amino-acid—the chemical which builds 
protein and is vital to life. If not discovered 
and corrected through diet, the deficiency could 
lead to mental illness, the physician warned. 

In his report, which appeared in the June 27 
Journal of the American Medical Association, 
Dr. Nellhaus said that with the institution of 
proper diet the convulsive, behavioral, and in- 
tellectual disturbances of the disorder will be 
improved. 

The new test is done with material consisting 
of a stiff strip of celulose impregnated with 
various chemicals. The doctor said that the 
strip is dipped into the urine sample or saturated 
by pressing against a wet sheet or diaper. Color 
reaction occurs within a few seconds and a 
final reading can be made in 30 seconds. 

In the past, Dr. Nellhaus said, testing was 
done by using a ferric chloride solution. The 
new method is more convenient as well as prac- 
tical since the color reaction is more positive 
and will not fade as rapidly as will the solution. 

He also noted that the strip method is bene- 
ficial in testing infants who are receiving drugs 
used in the treatment of rheumatic fever or 
rheumatoid arthritis. 

Dr. Nellhaus is chief resident, children’s medi- 
cal service, Massachusetts General Hospital. 





COLD FOOT MAY INDICATE “SILENT” 
HEART ATTACK 

Coldness of one foot suddenly occurring after 
an operation may be a sign of a “silent” heart 
attack. 

The coldness is the result of a cireulatory 
block in the leg, caused by a blood clot} carried 
from the heart, Dr. Nathan Frank, Jersey City, 
said in the July 4 Journal of the American 
Medical Association. 

He believes that some sudden postoperative 
deaths attributed to pulmonary embolization 
(blood clots originating in the artery leading to 
the lungs and moving to the heart) may actually 
be the result of silent myocardial infarctions. 

Heart attacks after surgery for some other 
ailment may pass unnoticed, Dr. Frank said, 
because the pain is thought to be associated with 
the surgery. 

Whenever a person suddenly develops a cold- 
ness of one foot 4 to 21 days after surgery, 
silent myocardial infarction should be consid- 
ered as a cause, he said. 

In reporting three cases of cold foot follow- 
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ing surgery, Dr. Frank said the syndrome had 
not been previously described. 

It is “of great clinical significance,” he said, 
because, if unrecognized, it may cause death. 
especially with the trend to early ambulation 
after surgery. 

He recommended that patients be questioned 
daily about the presence of pain and coldness 
in the foot and calf. In addition, all patients 
should be given an electrocardiograph examina- 
tion before surgery to determine the presence 
of old myocardial infarctions. If they are pres- 
ent, precautions against the development of em- 
bolism can then be taken, he said. 

Dr. Frank is associated with the Jersey City 
Medical Center and Seton Hall College of Medi- 
cine and Dentistry. 

NEW RADIOACTIVE TEST SHOWS LIVER 
DAMAGE 

A new test using radioactive dye to measure 
the function of the liver was described in the 
July 4 Journal of the American Medical Associ- 
ation. 

The test, which is much simpler than older 
tests, opens many new possibilities in the study 
of liver disease and damage, according to Drs. 
Robert A. Nordyke and William H. Blahd, Uni- 
versity of California Medical Center, Los An- 
geles. 

Among the conditions in which the test is 
used are cirrhosis, hepatitis, alcoholism, and 
common bile duct obstructions. 

Radioactive rose bengal is injected into the 
blood stream. The speed with which it dis- 
appears from the blood indicates the degree of 
liver damage or disease. The liver plays a role 
in removing the dye from the blood. Its dis- 
appearance is measured by a standard radiation 
counting device held against the head behind 
the ear. 

The head was chosen as the site of measure- 
ment because it contains a rich and stable blood 
supply which is distant from the large and 
changing concentrations in the abdomen, the 
doctors said. 

Older tests using rose bengal and other sub- 
stances necessitated the withdrawal of blood 
from the veins for checking the color of the 
blood. The value of these tests are restricted, 
the doctors said, to liver disease without jaun- 
dice because of difficulty in reading color 
changes and because of possible injury to an 
already damaged liver by large doses of dye. 

The new test circumvents these problems, the 
doctors said. Since detection of changing con- 
centrations of dye depends on levels of radio- 
activity rather than color, valid results are ex- 
tended to all types of liver damage despite the 
presence of jaundice. In addition, the minute 
quantities of both radioactivity and dye allow 
multiple tests to be done without harm. 
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I believe the.American Association of Medical 
Assistants will play an important role in pre- 
paring your and my future. With proper direc- 
tion, it will hasten our achievement of a more 
professional status as paramedical personnel. 
This recognition will not come about through 
wishes or demands. It must be actively pursued 
and merited. Physicians are realizing more and 
more the advantages and necessity of employing 
qualified personnel, and it behooves each one 
of us to meet and maintain the quality of per- 
formance desired. 

I believe that the requirements for member- 
ship in AAMA will inevitably become more se- 
lective and that, as a consequence, membership 
in this Association will eventually symbolize a 
measured standard of competence. This will not 
happen overnight, or be handed us on a silver 
platter; complacency has no place in our future. 

The American Association of Medical Assis- 
tants, through its central office, will furnish the 
individual medical assistant with an unprece- 
dented opportunity for keeping up to date with 
new developments in her career. It will pro- 
vide an effective artery for correlation of activi- 
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ties. The employment of an executive secretary 
will afford the officers and committee chairmen 
some relief from time-consuming clerical duties, 
thus allowing them to expend more effort toward 
developing a progressive program for the future. 
We should now find it possible to move forward 
in our efforts to establish realistic standards of 
performance for the professional medical assis- 
tant, and to aid in satisfying the need for spe- 
cialized educational facilities in the more sparse- 
ly populated areas as well as in our cities. 


by Mary Kinn 


Immediate Past President 


BOOK REVIEWS 


The Clinical Management of Varicose Veins: 
by David W. Barrow. 2nd Edition New York, 
N.Y. Paul B. Hoeber Ine. 1957, pp. 169, 
Price $6.00. 

This bock very adequately covers the history, 
anatomy, physiology, etiology, and pathology of 
varicose veins. It is well planned and describes 
specific therapeutic procedures which are illus 
trated in detail. Whereas this book does not 
cover the subject in its entirety, it emphasizes the 
practical aspects commonly seen by physicians 
who handle varicose vein problems. 

CHARLES C. ABBoTT, M.D. 


Pneumoencephalography: by E. Graeme Robert- 
son, M.D. (Melb.) F.R.C.P., F.R.A.C. P., 
Springfield, Illinois, Charles C Thomas, 1957: 
pp 482, Price $14.50 
“Pneumoencephalography”, by E. Graeme Rob- 

ertson, the neurologist of Melbourne, differs from 

previous American monographs on the subject by 
combining technique and normal anatomy with 
pathological deviations. The quality of the x-rays 
reproduced is superb and indicates a high stan- 
dard of radiological technique in Australia. 
The author favors the use of local anesthesia 
whenever possible, utilizing oxygen to displace 
the ventricular fluid. When this has been accom- 
plished, he utilizes air to demonstrate the subar- 


achnoid pathways. The effect of head posture 
during and after filling is demonstrated by films 
taken at short intervals. 

Demonstration of filling of the subarachnoid 
pathways in the posterior fossa particularly is 
remarkably clear and the author has included 
Seandinavian neuroradiologist Lindgrin’s evalua- 
tion of the temporal horns in an excellent chapter 
on this subject. The so called “axial” and “inter- 
axial” views deserve careful study. 

The quality and format of the book is generally 
excellent and may be highly recommended to all 
those interested in the subject. 

RANDOLPH PAGE, M. D. 


PUBLICATIONS RECEIVED 

The C. V. Mosby Co., St. Louis: Synopsis of 
Treatment of Anorectal Diseases, by Stuart T. 
Ross, M. D. 

W. B. Saunders Co., Phila.: An Atlas of Nor- 
mal Radiographic Anatomy, by Isadore Meschan, 
M.D. (2nd edit.) ; Textbook of Pediatrics, edited 
by Waldo E. Nelson, M. D. (7th edit.) ; Collected 
Papers of the Mayo Clinic and The Mayo Foun- 
dation, Volume 50, 1958, compiled by George G. 
Stilwell, M. D. 

The Williams & Wilkins Co., Balt.: Applied 
Anatomy for Nurses, by E. J. Bocock, S.R.N., 
and R. Wheeler Haines, M. B. (2nd edit.). 
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